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EDITORIAL — One Profession or Two? 


At meetings of psychiatric colleagues we have, on occasion, a distinct 
impression of a house divided against itself. We are not referring here to the oft 
mentioned dichotomy between the “dynamically oriented” and “ organically 
minded”, but rather to those who derive their incomes on a fee for service basis 
opposed to those employed on full time salaries. This division exists to a slight 
extent in other clinical specialties and places the onus for examining the effects 
upon our specialty body. 

Does this division do any harm? In our opinion it may in a number of ways. 
There appears at times to be a lack of appreciation of the contribution that each 
group is making and insufficient communication of the scientific and clinical 
aspects of practice in the two different settings. Sometimes an either/or attitude 
is forced upon the young psychiatrist who would like to contribute his skills both 
in field of public ‘hospital psy chiatry and private practice. Among the more 
serious disadvantages of this division is its responsibility for our failure to speak 
with one voice in planning for the best community facilities to suit all types 
and conditions of illness in all our patients. 

The recently adopted report of the Economics Committee of the CPA, 
published elsew here in this issue, makes some suggestions which would tend to 
break down this division by the extension of the sessional fee for clinicians to the 
maximum range of settings, where medical care is supported by public funds, 
such as mental hospitals, social agencies, school and forensic clinics, universities 
and general hospitals. 

We hear two arguments against this recommendation. First that while many 
mental hospitals remain in isolated areas there will be difficulties in maintaining 
staff, in fact some superintendents in metropolitan centres fear inadequate service. 
Such doubts must be faced and evidence is available from some mental hospitals 
who have tried the experiment and from the Treatment Services of the Depart- 
ment of Veterans Affairs who have used this method predominantly for the past 
fifteen years. In any case we hope that the dev elopment of small community 
mental ‘hospitals in medical centres with cross appointments between mental 
hospitals and general hospitals will overcome this obstacle. Opposition is to be 
expected also from those psychiatrists who associate themselves with some other 
branches of organized medicine today in advocating fee for service as the only 
basis of professional recompense. Already the medical profession is faced by 
an unsolved dilemma in trying to apply the principle of fee for service to chronic 
and convalescent care services. Psychiatrists are aware that in these settings they 
must operate indirectly in organizing and supervising nurses and other therapists 

1 provision of a suitable program “and atmosphere for groups of patients. A 
pe fee seems the best compromise. Psychiatrists may have to demur from 
support of an inflexible, exclusive fee for service principle. 

An important aspect of the Committee’s recommendation is the proposal 
that contributions to professionally organized sickness, retirement and pension 
plans, maintained by the individual, should be allowed for in setting the sessional 
fees. This will permit the psychiatrist to move freely between institutions and 
allow each employ er to make its appropriate contribution in dual or multiple 
part time appointments. We cannot escape the conviction that wider adoption 
of this plan would lead to a more unified professional body, with more creative, 
more effective and more satisfied individual members. F.C.R.C. 
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ZOOLOGICAL GARDEN AND MENTAL HOSPITAL* 
H. F. ELtensercer, M.D." 


Introduction 

The starting point for this paper was the studies of the effects of closed com- 
munities on their occupants. These studies were stimulated by the movement 
for the reform of Mental Hospitals which developed in certain countries of 
Western Europe after World War II. 

There are two ways of studying the means of improving Mental Hospitals. 
One is simply to make improvements and through trial and error determine which 
reforms are efficient and which are not. This pragmatic method is the preferred 
way in Anglo-Saxon countries. The second, which of course does not exclude 
the first, is to investigate the negative factors of Mental Hospitals, so that once 
these negative factors are well defined they can be eliminated. This second, 
rational method has been used largely in France. 

The French coined a word, aliénisation, which designates the phenomenon 
that patients’ stay in Mental Hospitals often aggravates the mental disease instead 
of curing it. In other words, it is the sum total of the negative factors of the 
Mental Hospital milieu on the patients. 

Aliénisation includes a wide range of psychopathological, neurotic, psychotic 
and psychopathic reactions. Some of them are relatively close to the normal, 
such as the “enracinement”, i.e. “nestling” of recovered patients in the Mental 
Hospitals; at the other extreme are the most advanced stages of emotional 
regression and infantilism. That these conditions are artifacts has been demon- 
strated also by the fact that they hardly appear in the institutions using the 
method of “aktivere Ther rapie” of Hermann Simon in Germany or the ‘ ‘total. push 
therapy” or other good programs of intensive therapy combined with a good 
occupational therapy. 

It is interesting to compare these negative manifestations of Mental Hospital 
milieu with negative manifestations occurring in other types of closed com- 
munities. A surprisingly large amount of information is to be found in widely 
scattered places. 

In monasteries and convents observations have been made for maybe 20 
centuries. In the fifth century AD there seems to have been a w idespread epi- 
demic of “acedia” in monasteries in the West. “Acedia” was a consuming 
boredom combined with doubt about one’s religious vocation. This epidemic 
was put to an end largely through a reform by St. Benedict who introduced 
systematic work in the monasteries (1). This reform may be mentioned as an 
outstanding example of the success of work therapy. 

In regard to prisons, we possess a flourishing literature on “prison psychoses’ 
(2). Nineteenth century psychiatrists distinguished between: 1) Immediate 
morbid reaction such as “Zuchthausknall” (a short-lived, violent state of furious 
agitation), prison stupor, the Ganser sy ndrome, etc. 2) Chronic conditions with 
systematic delusions such as sy stematized delusion of persecution, delusion of 
being innocent, delusion of being pardoned, etc.; and unsystematic psychotic 
conditions more or less similar to schizophrenia. The focus today in prison 
psychiatry seems to be rather on the study of anti-social reactions ‘such as the 
so-called “prison code”, and on the more subtle effects of the prison on its 
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nmates. One of the general findings has been that cellular confinement is more 
inducive of severe psychosis and emotional regression, whereas the group life in 
prison is more inducive of anti-social behaviour. 

In regard to military prison camps, a Swiss physician, Adolf Vischer, visited 
camps of French, E ‘nglish and German prisoners of war —— World War I and 
gave a Classical description of “Stacheldrahtkrankheit”, “barbed-wire disease” 
(3). The emotional life becomes poorer, the patient ecemian un-energetic, can 
not concentrate, becomes irritable, hy pochondriac, etc. Vischer analyzed the 
pathogenic factors of this neurosis, which he ascribed to three factors that must 
coincide, namely: 1) internment, 2) for unlimited, unknown duration, 3) in the 
forced presence of a group. 

Incidentally, Arthur Kielholz in Switzerland was the first to point out that 
this neurosis also existed in certain remote and isolated Mental Hospitals, not only 
in patients but also at times in nurses and young residents (4). , 


In regard to TB sanatoriums, another condition was described, not by a 
physician but by a writer, Thomas Mann, in his famous novel Der Zauberberg. A 
German psy chiatrist, Hellpach, pointed out the actual existence of this neurosis 
of which Thomas Mann had given a literary description (5). In the “Zauber- 
berg” disease the patients of the TB sanatorium are fascinated, so to speak, by the 
thought of death and by the revelation of a new world. There is a certain 
similarity between this condition and one found in a few expensive, private mental 
sanatoriums, where the surroundings are those of an exclusive country club, 
providing rich intellectual food, sometimes as rich as the meals served there and 
where the milieu is pervaded with a burning concern with psychiatric and 
psychoanalytical problems. 

In hospitals for children and in nurseries a condition had been described in 
the 1890’s by a school of German and Austrian pediatrists, Pfaundler, Freund 
(6), Czerny, etc. who called it ‘ ‘hospitalism” . Freund’s definition of hospitalism 
was: “The sum total of noxious influences of all kinds produced by the crow ding 
of healthy and sick infants in hospitals”. Certain infants lost w eight, faded away 
and died in spite of the best dietetic and hygienic conditions and these pediatri- 
cians ascribed it to the lack of emotional stimulation, monotony and lack of 
exercise. These investigations, however, did not receive the attention they 
deserved, but today hospitalism has been re-discovered and wrapped in a psycho- 
analytical cloak with prodigious success. 


Studies also have been made of homes for children, orphanages, etc., some of 
which are well known, such as Goldfarb’s study (7). 


Among studies of Old Folks homes special mention is due to those performed 
in Basel, Switzerland, by a team of a psychiatrist, a psychologist and a sociologist, 
Vittiger, Jaffé and Vogt: “Alte Menschen im Altersheim” (8). Although the 
establishment investigated is considered one of the best, the conclusion is not 
particularly cheerful. These authors emphasized the high percentage of in- 
adaptation, the difficulty of taking roots in their new setting, and difficulty in 
tolerating the presence of other people. 


In each one of the above mentioned and in other milieu we learn something 
which can be applied to the understanding of the negative factors in Mental 
Hospitals. One may wonder where the zoo will fit in this picture. It may seem 
farfetched, indeed, to compare the psychopathology of the Zoological Garden 
with these various settings. There is a wide gap between the human and the 
animal personality. However, the great French naturalist Buffon said, that “if 
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there were no animals, human nature would be far more incomprehensible to 
us”. To be sure, we are perfectly aware of the difficulties of such comparative 
studies. Two kinds of pitfalls are to be avoided: One is the ‘ ‘anthropomorphic 
fallacy”. This, for instance, is the case of most people seeing a lion in a cage, 
imagining this lion as a noble warrior in shameful captivity, dreaming nostalgic- 
ally of his native forest. The other could be called the ‘ ‘zoomorphic fallacy’ 
Many behaviourist psychologists do not seem to be aware of it. Recently, for 
instance, a psychologist made a study of frustration in white rats and applied the 
findings directly to ‘problems of international politics. 

We will try to keep to the straight and narrow path. There are psycho- 
biological manifestations in higher animals which it has in common with man; 
a close critical study of these manifestations may help us to see more clearly 
certain phenomena in the normal and the sick human mind. Before we go 
further we should make a short review of the history of the Zoological Garden 


History of the Zoological Garden 


Contrary to what is generally believed, the zoo is an extremely old in- 
stitution (9). Francis Galton, a century ago, gathered abundant evidence from 
a great number of primitive people from all over the earth, showing that these 
people liked to keep pet animals, sometimes in great numbers. It is “know n, for 
instance, that African potentates before the discov ery of their country often kept 
large collections of wild animals of all kinds (10). 

There were large animal parks in all the ancient Asiatic kingdoms, Assyria, 
Babylonia and so on. They reached their peak in ancient Persia, whose kings 
throughout their empire kept a number of these parks, which in Persian were 
called paradeisos. 

A paradeisos was an extremely large park, enclosed with walls, with a monu- 
mental door and exclusively reserved for the king and his favourites. In this 
beautiful garden animals, especially wild animals, lived in relative liberty and most 
of them probably eventually became tame. The “Garden of Eden” in the Bible 
is nothing but an idealized picture of a Persian paradeisos. After the downfall 
of Persia the paradeisos survived for some time in Central and Eastern Asia, but 
at the same time another type of garden developed in other parts of the world, 
strangely enough also in pre-Columbian America. It was a garden where 
animals lived in cages or small enclosures side by side. The most remarkable of 
these gardens was the one of the Aztecs in their capital Tenochtitlan, i.e. 
Mexico. From the wondrous descriptions by the Spanish conquerors we sec 
it as a zoological garden of fabulous size, richness and perfection, and it is doubt- 
ful whether it has ever been equalled. Incidentally, it included not only every 
species of mammals, birds and reptiles known to the ancient Mexicans, but also 
a large collection of abnormal human beings, midgets, hunchbacks, albinos, etc. 

In Europe the most famous zoo was for a long time that of Louis XIV in 
Versailles, where he collected animals from all over the world and where a large 
team of artists and scientists were at work. Unfortunately this remarkable 
institution declined during the reign of Louis XV. When the French Revolution 
broke out, the new gov ernment decided to institute a model zoo and, interestingly 
enough, the Natural History Society of Paris appointed a committee of 3 members 
to study the project; one of its members was no one else than the famous Pinel, 
who at the same time was concerned with the reform of the notorious Bicétre 
asvlum, where he removed the chains of the insane. The result of the efforts 
was the founding of the “Jardin des Plantes” in Paris, which served as a model 
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for all other institutions of its kind in the 19th century. Contrary to all previous 
institutions, it was intended for the education of the public and the idea expanded 
rapidly all over the world till today where the zoo is regarded as an integrate 
part of our culture. 

A new period in the history of the zoo was inaugurated when the great 
German merchant of wild animals, Carl Hagenbeck, opened his park at Stellingen 
outside Hamburg, Germany. The cages and narrow enclosures of previous 
zoos were replaced by larger spaces, resembling as much as possible the animal’s 
natural habitat. Cages were dispensed with. It was found that the biological 
and psychological conditions of the zoo animals greatly improved, and this is 
perhaps one of the facts which led the zoologists to a closer study of the psycho- 
pathology of captive animals. 

The biology and psy chopathology of zoo animals have been objects of much 
investigation in the last few decades. Among these pioneers we must mention 
the works of Hediger (11), director of the zoo in Ziirich, Dr. Meyer-Holzapfel 
(12) in Bern, and Grzimek (13) in Frankfurt, Germany. ; 

To their surprise, psychologists learned that from a scientific point of view 
lions and tigers could be as interesting as rats and mice. The interest of the 
psychopathology of zoo animals for the psychiatrist has been steadily more 
recognized. I was probably one of the first to attract attention to this point in a 
paper published i in “L’Evolution Psy chiatrique” in 1953. Since that time, at least 
two studies have been published to my knowledge. One by Balthasar Staehelin 
of Ziirich: A study of a ward of chronic schizophrenic patients, where the 
psy chopathology was easily interpreted in terms of the concepts elaborated by 
Hediger in his studies of animal psychopathology (14). Another study by 
Racamier in France comes to similar conclusions (15). 


Comparative Psychopathological Syndromes 
From the enormous amount of data on the psychopathology of zoo animals 
we want to pick four points to elaborate on here: 
1. The trauma of captivity. 
The nestling process. 
The syndromes produced by social competition and frustrations. 
4. Emotional deterioration. 


w ry 


To all these manifestations we find parallels in the Mental Hospital. We 
expect that a study of the common denominators between the psy chology of man 
and of the higher ‘animals will help us to differentiate better between disease itself 
and the other exogenous factors. 

It is a natural tendency of a psychiatrist to ascribe all the clinical sy mptoms 
he observes in the mental patient to the disease proper. In the situation of a 
prison psychiatrist it is much easier because he has to deal with people who were 
non-psy chotic when they arrived in the prison, but even in that case it is often 
far from easy to make a diagnosis between whether it is a reactive condition, or a 
mental illness proper w hich would have dev eloped spontaneously anyhow. 
|. The trauma of captivity. 

The emotional disturbances occurring in animals after they are captured in 
their natural element are extremely severe. Carl Hagenbeck gave an excellent 
study of these emotional disturbances and devised a system of treatment (16). 


He contended that it is useless to try to have an animal ‘adjust to captivity before 
the effects of this trauma are removed. 








140 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 5, No. 3 


Whereas Hagenbeck thought of trauma mainly in physiological terms 
Hediger (17) emphasized mainly psychological trauma resulting from the sudden 
change from one mode of life to another one, completely different. In its native 
habitat the animal is extremely narrowly integrated in a space-time system and 
also in a system of social relationships within a group of the same species. For 
instance, one of the most basic and imperative instincts, as it has been shown, is 
the “territory instinct”, i.e. each animal appropriates for himself a certain amount 
of space w hich he considers his own and he marks its limitations in ways varying 
for the different species, and he jealously and fiercely defends it from other 
animals of the same species. For an animal it is a severe trauma to be dispossessed 
from his territory. Futhermore, to the difference of the animal in liberty, the 
captured animal is neither able to flee from his enemy, nor to attack him and this 
helpless situation results in a state of anxiety, feverish agitation and stereotypic 
movements and sometimes the animal may even inflict severe wounds upon itself, 
often to the point of causing its death, w hich should not be interpreted as suicide. 

According to Hediger ‘there are three main pictures of trauma in captivity: 

Attacks of acute agitation, at times extraordinarily violent, often resulting in 
severe wounds, or in death. 2) A prolonged stupor, and 3) a kind of hunger 
strike which also can result in the death of the animal if it is not forcibly fed. 

According to Hediger the trauma of captivity dominates the whole Psy cho- 
pathology of zoo animals. It is more severe the older the animal is. Most 
animals, when captured as adults, are never able to overcome it. Most young 
animals are able to overcome it with more or less difficulty. Many ZOO animals, 
for instance most lions, have been born in captivity —sometimes for several 
generations. However, even these animals may show an extenuated type of 
trauma when transferred from one zoo to another or even from one cage to 
another in the same zoo. 

Coming back to human psychopathology we find similar manifestations. 
Certain criminals can, when brought into prison, show that violent manifestation 
called “Zuchthausknall” or fall into a stuporous condition. Among mental 
patients, the majority does not show any “trauma of commitment’. However, 
it may develop in a few patients, mostly in acute psychotics who, as it were, are 
depriv ed of their ego, and the more it is so, the more their condition is comparable 
to that of the captured animal. 

It seems that in certain psychotic patients the trauma of commitment can 
be extraordinarily severe and dominate the whole psychopathology, especially if 
the commitment has been accomplished in a brutal or unethical way. A clinical 
observation is apropos: 

\ 30 year old man in the South-East of the US, married and father of a small child, 
had for 2 or 3 years troubles of schizophrenic nature. His family decided to have 
him committed to a Mental Hospital. He was taken to see his brother-in-law, who was a 
surgeon, under the pretext of having a blood-test, w hich in reality was an intraveneous in- 
jection with a powerful sedative. A waiting ambulance took the patient to the airport, 
where a plane, which had also been hired in advance, took him to a midwestern city, where 
his commitment to an institution had been prearranged. When the patient finally regained 
consciousness he discovered that he was 1,400 miles away from home, in a “mad-house” and 
that his family already had gone back by plane. For several years the mental attitude of this 
patient was completely dominated by the shock of what he — not without reason — called 
his kidnapping. His rage against his wife, his brother-in-law and the psychiatrists, whom 
he erroneously regarded as accomplices in trapping him, was manifested in delus‘onal ideas 
of persecution, which dominated his morbid state, probably much more than the mental 
disturbances which had preceded his commitment. 


This is certainly an exceptional case. However, for many psychotic patients 
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the circumstances of commitment, the transportation to the hospital, the upsetting 
of daily routine constitute a serious and long-lasting shock, the symptoms of 
which should not be confused with the sy mptoms of the mental disease proper. 
2. The nestling process. 

Whereas the preceding sy drome—the trauma of captivity—is always patho- 
logical, the following sy ndrome, which we may call the nestling process, is con- 
sidered normal if it occurs in the zoo animal, but abnormal if it occurs in a Mental 
Hospital patient. 

Since the process is much clearer in animal psychology, then let us consider 
first how it occurs in an animal in the zoo. The drive to possess an “individual 
territory” of one’s own is one of the most basic drives in animals. The captured 
animal has been dispossessed of its natural territory but is ready to appropriate 
another one, if it has the chance to do so. One of the fundamental rules of zoo 
psychology is to bring the newly arrived animal to transform its cage or 
enclosure into a “territory”. How this process takes place may be illustrated by 
an instance borrowed from Hediger (18): 

The tiger Griedo, bought from the zoo in Philadelphia, arrived to the zoo in Ziirich on 
April 9th, 1957. He was to be mated with the tigress Fatma. But Griedo was upset, stayed 
in a corner of his cage, was shy with his keeper, and not at all interested in Fatma. The 
25th of June, 1957, two and a half months after his arrival, the tiger made his “proprietor’s 
tour” of his cage, the periphery of which he “marked” with squirts of urine, in the same way 
in which a tiger in liberty “marks” the limits of his individual territory. The next day 
there was a remarkable change in the animal, he felt at home, and his attitude toward the 
tigress underwent a change and so, as a result, some months afterwards Fatma brought into 
this world a new little tiger. 


In this particular case the process was very clear-cut, but it could easily have 
been overlooked if Hediger and the keepers had not been w atching very closely. 

As a general rule, for most species, an animal w hich has been captured at an 
adult age will never succeed in performing this “appropriation” of his cage or 
enclosure. If the animal has been caught at a younger age it will be less difficult. 
It will be still easier if it is a matter of a transfer from one zoo to another, as in 
the case of the t tiger Griedo. 

The effects of this appropriation are manifold: Since the “prison” is now 
transformed into an “individual territory”, the animal will not try to escape. 
Mannteufel (19), a scientist of the Moscow Zoo, says that certain zoo animals 
could easily jump over the fences or demolish the w alls of their enclosure if they 
wanted to, but they simply do not think of it. Barriers are more often made to 
protect the animals from the public than the reverse. Many animals even refuse 
to leave their cage when one wants them to do so. Finally, there are countless 
stories of escaped zoo animals going back voluntarily to the zoo. 

Mannteufel (20) tells of a she-wolf from the Moscow zoo, whose name was Kaskirka. 
She had been brought in a taxi to an institution at the other end of Moscow. At the door 
of the institution she escaped, to the greatest annoyance of the zoologists. She ran through 
the whole city, in the midst of crowds of pedestrians who believed her to be an Alsatian 
dog, straight to the gates of the zoo and from there to her enclosure and sat down in front 
of the door, waiting for the keeper to let her in. 

Lorenz Hagenbeck (21) tells that during the bombardment of Hamburg in 
June 1943, the Stellingen Park was set on fire, many animals escaped, but almost 
all of them came back spontaneously and the others were easy to bring back. 
He adds that to his knowledge the same occurred in all other bombed zoos in 
Germany. 

Thus, an animal escaped from the zoo is not at all what the public imagines: 

prisoner regaining liberty. It is rather a kind of “displaced person”, eager to 
get back to its home. 
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Another consequence of the same process is the following: the animal which 
has been rather shy before, will now defend its new territory ‘fiercely against any 
intruder or supposed aggressor. Therefore, in our anthropocentric viewpoint, it 
will become more “dangerous” . A deer, for instance, can be a very “nice” 
animal as long as you feed it over the hedge of its enclosure; however, if you try 
to get into the enclosure, it will perhaps ‘become ‘ ‘nasty” and attack you. And 
by its attacking you it will prove that it has successfully accomplished the process 
of adjustment ‘and transformed its prison into a territory. 

Let us go back now, from the zoo to the Mental Hospital. Do we observe 
anything comparable to this process of adjustment through the acquirement of a 

“territory”? It would seem that it is so, if we think of a “phenomenon which has 
been studied very carefully in France by Gustave Daumézon, who called it 
“L’enracinement du malade guéri a Vasile”, i.e. the “taking roots” in the asylum 
of a patient who has recovered (22). In English the same phenomenon has been 
called “nestling” 

This may occur in a mental patient, no matter what was the initial diagnosis. 
The problem is not in the clinical diagnosis, but in the personality of the patient. 
He is a passive individual, lacking in drive and ambition, unenergetic, without a 
sound social integration. He may be a bachelor, or a widower, has often no 
definite occupation, his economic status is precarious. During the first period of 
his stay in the hospital nothing peculiar is seen. But as soon as the eventuality 
of a discharge is mentioned, something goes wrong; his discharge is postponed. 
Sometimes a severe relapse occurs just the day before the planned discharge. If 
the patient is discharged, you can be sure that he will be back soon for a second 
commitment. Such patients can succeed in spending their whole life in a Mental 
Hospital. 

We may interpret such cases by saying that the patient acquired a “territory” 
in the Mental Hospital. Some people will perhaps object that it is not the same 
because the animal in the zoo has no choice, whereas the “nestling” patient has a 
choice but “chooses captivity” rather than freedom. However, there is perhaps 
more similarity, because the “nestling” patient mostly is a man who has no home, 
now he has created a home for himself in the Mental Hospital and when he is 
discharged he is like an escaped lion who has no place to go, except back to the 
cage, 

The “nestling” process has been investigated among patients who recovered 
spontaneously. Among chronic mental patients it is much more difficult to 
recognize it. It would be very rew arding to ascertain to what extent the nestling 
contributes to make the disease chronic by hampering its recovery or, on the 
contrary, whether the inability to nestle does not increase the sufferings of 
certain chronic patients. 

Of course the “nestling” process does not exist only in Mental Hospitals. 
Recently, two American surgeons, Gatto and Dean, described exactly the same 
picture in a military hospital asi. 

The syndrome also exists in TB sanatoriums. A literary example is that of 
Hans Castorp, the hero of Thomas Mann’s novel Der Zauberberg. It even 
occurs at times in prison, although much more infrequently (24). In Old Folks 
homes the trouble is rather that the individual cannot perform the “nestling” 
process and transform his room in the home to a “territory”. 

This brings us to wonder about the factors that favour or impede the 
development of the “nestling” process. We could single out three factors: 
1) The individual factor. In human beings the characteristics have been 
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age. The older the individual, the more difficult is the ‘ ‘nestling” process. This 
rule seems to be valid for human beings as well as for animals. 3) The factor of 
milieu. Zoologists have shown that the more an animal enclosure resembles the 
animal’s natural habitat, the easier is the appropriation. Thanks to this know- 
ledge the biological and emotional conditions of zoo animals have improved 
considerably in the last few decades. In regard to Mental Hospitals, Daumézon 
has shown that the “nestling” process is favoured by oldfashioned hospitals, 
holding on to tradition, w hereas the process is hampered by a strict hospital 
atmosphere with an intensive therapeutic program. 

One main difference between the zoo and the Mental Hospital is that the 
“nestling” process is “normal” and “desirable” in a zoo animal, but highly 
undesirable in a Mental Hospital patient, whenever there is the slightest chance of 
recovery. 


extremely well analysed by Daumézon, as mentioned before. 2) The factor of 


However, it has been said that when there is a high probability that the 
mental disease will not be cured, the ‘ ‘nestling” process “should be encouraged. 
his, at least, was the teaching of Professor Klaesi of Bern, who divided his 
Mental Hospital in two sharply separated parts, the “Heilanstalt” and the 
“Pflegeanstalt”. The “Heilanstalt” had a strict hospital character and the patients 
were told from the beginning that they were only temporarily there. The 
“Pflegeanstalt” was considered a home for permanent patients and it was made as 
attractive as possible for them, with curtains, flowers, pictures on the walls, pet 
animals, etc. 


3. The syndromes produced by social competition and frustrations. 

Any living being, at least among higher species, can thrive only if put in an 
adequate social setting. Grzimek emphasized that it is not enough to put a 
number of monkeys in a cage. If that is done there will be terrific fights in 
certain cages, W ith large numbers of casualties. In other cages the monkeys will 
live in peace with each other. Why the difference? If the proportion of males 
is too great, they will fight with each other for the females and not only the 
males but the females too will be wounded and die and finally almost the whole 
lot will be exterminated. In order to be at peace there must be a small number 
of adult males, a larger number of females and a group of babies and young 
animals (25). 

There is also the phenomenon of “social rank” which has been investigated 
by the pioneer work of the Norwegian zoologist, Thorleif Schjelderup-Ebbe 
(26). In any group of mammals or birds a social hierarchy is spontaneously 
established. At the top is a dominating animal alpha, who takes the best part 
of the food, of the females, the best resting place and demands from all the other 
animals certain gestures and signs of submission. After him comes the second 
highest in the rank, the animal beta, who acts in the same way towards the other 
animals except the animal alpha. At the bottom comes the animal omega, a paria 
who has no privileges at all and has to submit to all the others. Parallel to this 
social rank there often exists a kind of hierarchy of mistreatment, biting, clawing, 
goes. and so on. For instance, among hens exists the “pecking order”: hen No. 

necks all the other hens and is pecked by no one. Hen No. 2 is pecked only 
bt No. 1 and pecks all the others except ‘No. 1 and so on. The last one does 
not peck any and is pecked by all. 

Grzimek (25) has emphasized the fact that social rank and pecking order 
are much more strict and despotic among zoo animals than among a group of the 
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same species in nature. In a monkey group at liberty the animals of inferior 
social rank have certain means of protecting themselves, for instance, by creeping 
around in the periphery of the group or hiding between trees. In the open space 
of a monkey cage they can not do this but are constantly under the w atching 
eve of the despot; they are depriv ed of food, bitten and tormented, sometimes 
killed by the others. The situation of these unfortunate animals could be com- 
pared to that of a shy, honest man put in prison with hardened criminals. And 
to be sure, there is nothing so similar to the animal system of “social rank” and 
“pecking order” than the spontaneous self- organization of convicts in a prison 
with its “prison code” 

[his is not all. To this internal system of inequalities one must add another 
one. Hediger (27) has emphasized how the attitude of the public tow ard the 
animals is ciglanily irrational. There are in the zoos “star-attractions”, i.e. 
animals getting all attention and food from the visitors, which infuriates the 
animals in the neighbouring cages who are less favoured. The same is true when 
keepers, as it often occurs, favour a special animal. 

Let us go back to the Mental Hospital. Do these data have any relevance 
for Mental Hospitals? Perhaps more than we think. The phenomenon of social 
rank can be found in Mental Hospitals under various forms. Baruk has described 
instances where, in a male ward containing a number of psychopaths, social 
competition established itself in a form not very different from what it would be 
in a prison (28). Another picture has been described in female wards with many 
regressed schizophrenic persons, by Balthasar Staehelin in Ziirich (14). It is, 
indeed, surprising to read Staehelin’s findings and to see how closely these inter- 
personal relationships of chronic schizophrenics on a ward resemble what 
Hediger described among animals. 


In most cases, however, these phenomena of social rank, competition and 
pecking order are more or less masked by other phenomena, i.e. rivalry between 
old-timers and newly arrived patients, or the privileges of patients who have 
personal contact with the administration, help from outside and so on. These 
situations are made more complex by the interplay of the personal sympathies s and 
antipathies of the staff. Henri Baruk (28) in France made a special ‘study of these 
phenomena of social injustice among ward patients and contended that part of 
the delusions and hallucinations of chronic ward patients are the result of the 
oppression of the weaker patients and of the favouritism shown by the staff. 
Baruk claims that he observed a noticeable reduction of delusions and hallucina- 
tions after such conditions had been improved, this was the starting point of 
what Baruk called his “sychiatrie Morale” 

In order to eliminate these noxious effects of social competition and frus- 
trations, several methods can be used. The first one, used by Esquirol and the 
ancient alienists, was to perform the so-called “classification” of patients, i.e. 
grouping them in such a way that they would not harm each other. The second 
one, emphasized by Baruk, consists in paying speci ial attention to the social 
frustrations of patients in order to remove or compensate them. The third one, 
very much in favour today, consists in a good program of individualized oc- 
cupational and recreational therapy. 


4. Emotional deterioration. 


Emotional deterioration as a result of captivity has been extensively studied in 
the field of prison psy chopathology. In Mental Hospitals it is much more difficult 
because the physician has a natural tendency to confuse these symptoms w ith the 
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clinical picture of the disease proper. However, some of the old pioneers had 
already noticed this point. Pinel, for instance, speaking of the insane who were 
tied with iron fetters, said that it was impossible to distinguish between the disease 
itself and the aggravation resulting from the use of the chains. More recently, 
in the wake of World War I, Hermann Simon in Germany proclaimed that many 
so-called catatonic symptoms were secondary products of pathogenetic milieu 
factors. Sy mptoms ‘such as deep emotional regression and infantilism, pseudo- 
dementia, catatonic gestures and a large part of the agitation, aggressiveness, even 
of the delusions and hallucinations are included by some French psychiatrists in 
what they call aliénisation. , ; 

What can we learn from the zoo psy chopathology in this regard? Symp- 
toms of emotional deterioration in captive animals have been known for a long 
time but not made object of SV stematic inv estigation until our time. 


Among the manifestations of emotional suffering and deterioration in captive 
animals, some are probably subjective and can only ‘be guessed. Konrad Lorenz 
(29) has written about the hidden sufferings and the secret emotional deterioration 
in caged birds, turtles and other pet animals. He also infers that intelligent, 
vivacious animals as monkeys, wolves, foxes and so on must suffer much more 
deeply than a lion who is a basically lazy animal, or an eagle who is a thoroughly 
stupid bird. However, since animals can not speak to us and tell us of their 
sufferings we have to rely on objective sy mptoms w henever they appear. One 
common manifestation is depression, which is one of the sy mptoms of the trauma 
of captivity. Yerkes, for instance, described the miser rable condition of a monkey 
who had been spoiled as the pet t animal in a family, but when getting older and 
more difficult to keep was given to a zoo, where the animal fell into depression 
with inertia, apathy and soon died. But depression can occur in other circum- 
stances also, for instance from lack of mental stimulation. 

Among the various specific symptoms of emotional deterioration in zoo 
animals we will mention only two: 


1) Stereotypic movements. For instance, a bear will constantly nod his 
head, a chained elephant moves his head back and forth, a tiger will trot back and 
forth in his cage, a hyena makes a figure 8 and so on. Hediger (30) has been the 
first to show that these stereoty pic movements were psy chopathological reactions 
to captivity. After him, Dr. Meyer-Holzapfel (12) made a sy stematic in- 
vestigation and showed that in the most severe cases these stereotypic movements 
occurred in animals who had been either chained or kept in too narrow a space. 

) Coprophagia. Another manifestation is coprophagia in chimpanses and other 
big monkeys. Carl Stemmler (31) has shown that coprophagia, which is un- 
known under natural conditions, is a reaction to certain conditions of captivity, 
sometimes to an unbalanced diet, but is mostly stemming from psychological 
factors. It always increases in the wintertime when the monkeys do not see so 
many visitors. Monkeys are nosy animals, always eager to look at people and to 
be amused by them and when depriv ed of this spectacle they fall into boredom. 
On the other hand, in good weather the monkeys are let out to climb trees, play 
in the grass and dig in the earth, all of which occupy them, but in bad weather 
they are kept inside and coprophagia is likely to reappear. 


We cannot enlarge upon other manifestations of emotional deterioration. 
Let it be said only that these manifestations are multiform and each one of them 
can probably be determined by a variety of pathogenic factors. 


To conclude our comparison of the psychopathological syndromes. This 
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comparison might help us to distinguish more accurately certain exogenous 
elements which may interfere in the picture of mental disease: 


1. The trauma of commitment with its immediate and long-lasting effects. 

2. The nestling process in recovered and non-recovered patients. 

3. The noxious effects of social competition and the frustrations of group 
life. 

4. The emotional deterioration produced by various other factors in the 
setting. 


General Comparison 


We should terminate with a few statements of a more general nature, per- 
taining to a general comparison between the two settings as a whole, the 
Zoological Garden and the Mental Hospital. 

As we have seen, zoos are an age-old institution but until about a century 
ago they were reserved for kings, princes and a few privileged people. With 
Louis XIV they became places for scientific research but they still were private 
institutions. Then the French Revolution brought a new idea; the zoo should 
also be a place for the education of the people, ‘but it was not long before that 
ideal became distorted. The zoo became—at least for a great part—a place of 
amusement for a large public which included many benevolent people but also 
quite a few malevolent ones. It is absolutely not an exaggeration to say that the 
role of the keepers consists more in protecting the animals from the public than 
the reverse. 

Here are, for instance, a few excerpts of a book written by a former keeper 
in the Moscow Zoo, Vera Hegi (32): 

“(Among the spectators) mixed a host of the embittered, of people dissatisfied with the 
world and with themselves, carrying everywhere their rancors and their grudges. Under the 
pretext of getting something for their money they woke up with a stick the sleeping lion or 


demanded that the bear should perform some tricks in exchange for a few lousy bits 
of food.” 


“The whole day long a huge crowd, quarrelsome and noisy, milled around the cages. 
This multitude, which would have been seized with a deadly panic if seeing at a distance 
one of these animals in liberty, revelled in seeing them disarmed, humiliated and vilified. 
They avenged themselves for their own cowardice by mocking the animals, shouting at 
them; and the protests of the keepers were cut off with this reply: ‘I have paid for it’.” 

This was the picture of the public during a period of social upheaval and 
disorganization. No doubt the average public of the zoo is, on the whole, more 
kind. However, it is surprising what you learn from a talk with old zoo keepers. 
The average, kind attitude of the public is the result of a long-time effort of 
education of the public, in connection with a never-ending vigilance by the 
personnel. As soon as this watch is slackened the public starts teasing the 
animals, sometimes in a very mean way. 

Now let us shift to the history of the Mental Hospital. Here we find the 
reverse of what was the case with the zoo. Until about the end of the XVIIIth 
century many Mental Hospitals were open to a large public. Here are a few 
details about the famous hospital Bedlam in London in the middle of the XVIIIth 
century, taken from reliable sources: 


On each side of the big gate was a column topped with a grotesque statue of Madness. 
A visit to Bedlam was one of the great amusements of the Londoners, especially on a 
Sunday. According to Robert Reed (33), it has been estimated that Bedlam received an 
average of 300 visitors a day. The visitors went through the two gates called the Penny- 
Gates, because the entrance fee was one penny. The sums paid by the visitors were one 
of the main sources of revenue for the hospital. 
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The visiting gentleman disposed of his sword, strolled everywhere he wished throughout 
the lobbies, looked in every cell, spoke to the patients, made fun of them. Some visitors 
would bring them liquor. 

One of Hogarth’s paintings, “The Rake’s Progress”, shows the rake in a miserable cell 
in Bedlam with two fashionable ladies looking at him as if he was a peculiar animal. 
According to Robert Reed, certain of the patients attracted the crowds more than others, 
probably the manics who were the “star-attractions”, and it seemed on the whole that the 
patients in Bedlam looked more “mad” and agitated than our present day patients. 

But most surprising is the fact that a large proportion of the patients actually recovered 
and left Bedlam. In his book about Bedlam, Reed says that this institution played in London 
life of the XVIIIth century exactly the part of the zoo in our time. 

This brings us to mention a problem of vast importance, which we have not 
the time now to discuss—the problem of the attitude toward mental patients. 


A German anthropologist, John Koty (34), compiled a remarkable material 
of the attitude toward old people, crippled people, etc., including mental patients, 
throughout the world. The striking fact is how this attitude differs from one 
population to another. We also know that the attitude toward animals differs 
according to population. 


Recently, there has been attempts nade to find some rules—at least concerning 
animals. What underlies the attitude of people toward animals? The zoo, of 
course, is an excellent place for such research. Hediger has developed a concept 
—Schauwert (27), “show value”—of an animal. The financial success of a zoo 
depends on the Schawwert of its animals, which is not related at all to zoology 
proper, nor to the rarity and scientific interest of animals, nor to their commercial 

value or utility to man. Neither is it based on esthetics, but on certain completely 
irrational factors, whose investigation is still at its beginning. 


This research, I think, could instigate a similar research in Mental Hospitals. 
We are beginning to realize that the attitude of each of us to the various mental 
patients is ‘completely irrational. We find certain mental patients sympathetic, 
unsympathetic, indifferent, or we have an ambivalent attitude, and we simply do 
not know why. When we will come to know more about these unconscious 
attitudes and motivations, it might help us to work out better methods of in- 
dividual and collective therapy in Mental Hospitals. 
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Résumé 


Des études sur les prisons, les camps d’internement, les orphelinats, etc. ont 


montré que certains milieux fermés exergaient une action nocive sur l'état psy- 
chique de beaucoup de leurs hotes. Les troubles psychopathologiques résultant 
d'un séjour prolongé dans les hépitaux psychiatriques ont aussi été étudiés, mais 
sont plus difficiles a mettre en évidence car il est malaisé de les distinguer des 
symptomes de la maladie mentale proprement dite. 


Une comparaison avec les troubles psy chopathologiques déterminés par la 


captivité chez les animaux des Jardins Zoologiques pourrait aider a éclairer ce 
probleme, si — tout en ne perdant pas de vue les différences essentielles entre 
homme et ]’animal — on se référe a certains dénominateurs communs. 


Apres un historique des Jardins Zoologiques, lauteur examine quatre mani- 


festations bien connues chez |’animal captif, pour en chercher les paralléles chez 
le malade d’hopital psychiatrique: 


(1) Le choc de la captivité, qui domine toute la psychopathologie de l’animal 


au Zoo. Il peut étre comparé au choc de l’internement, lequel est plus fréquent 
et peut ¢tre plus grave qu’on ne le croit souvent. 


est 


(2) Le processus @adaptation, par lequel l’animal transforme sa “prison” 
initiale en “territoire” (analogue au “territoire” que l’animal en liberté se délimite 
et défend contre les intrus). Ce processus, que ]’on cherche a favoriser au Zoo, 
comparable a celui de “lenracinement” du malade a l’hopital psychiatrique, 
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processus a éviter chez le malade mental guérissable mais plutot a encourager 
che le malade chronique et incurable. 

(3) Les phénomenes de lutte sociale entre animaux d’une méme cage, et de 
frustration dues au favoritisme des gardiens et des visiteurs, tous deux producteurs 
de grandes souffrances pour beaucoup d’animaux captifs. Ils sont comparables 
aux troubles observés chez certains malades mentaux dans des services mal sur- 
aa 

) Les phénomenes de détérioration psy chique et surtout reactive, mani- 
fonate ye certains sy mptomes tels que stéréoty pies motrices, coprophagie, etc. 
Ils résultent de mauvaises conditions de captivité, et peuvent étre comparés a la 
pseudo- démence de certains vieux schizophreénes. 

L’auteur conclut en signalant les études récentes sur la caractére fonci¢érement 
irrationnel de l’intérét porté par les visiteurs des Jardins Zoologiques aux animaux 
des diverses espéces. Les motivations inconscientes des visiteurs des Zoos com- 
mencent a étre un peu mieux connues. II faut espérer que des études analogues 
dans les hépitaux psychiatriques permettront d’éclaircir les motivations incon- 
scientes qui font que certains malades mentaux déterminent soit la sympathie, 
soit l’antipathie, soit encore Vindifférence ou une attitude ambivalente. De telles 
études permettraient peut-étre d’ouvrir de nouvelles avenues pour le traitement 
individuel ou collectif des malades mentaux. 
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IMIPRAMINE 
A CLINICAL EVALUATION IN A VARIETY OF SETTINGS* 


A. Mitrer, M.D., E. F. W. Baker, M.D., D. Lewis, M.D., A. Jones, M.D. 


[he project was organized and developed by the Drug Research Committee, 
Department of Psychiatry, University of Toronto. 


With the development of mood-elevating drugs, a new enthusiasm has crept 
into the literature of depression therapy. Early optimism has often been 
followed in other agents, e.g., the Amphetamines and Nicotinic Acid, by a more 
cautious note (1,2). As experience broadened, limits became apparent and 
dangers were noted. It was found that serious side-effects were either escaped, 
in earlier series, or were discounted, by the authors, as unrelated occurrences. 
Some of these, e.g., Iproniazid jaundice (3) have been of serious consequences, so 
that many physicians hesitate to use the compound. Imipramine* has been 
reported upon frequently during the past two years. The reports indicate that 
between fifty percent and eighty -five percent of cases, in which there has been 
an adequate utilization of this drug, have shown recovery. While the list of 
side-effects is imposing, few authors have felt that any were severe enough to 
discontinue the drug. Reports have appeared initially of its use in mental 
hospitals (4,5), general hospital units (6,7) and out- patient practice (8,9). 

This contribution reports the use of Imipramine in three contrasting settings 
where different patient groups could give a broad spectrum of responses. 
Reports, to date, have shown a limited use of double blind technique (5,7). 
Direct comparison with other drugs in clinical study has been less frequently 
carried out. In the present study, Imipramine was compared with two anti- 
depressant agents, Iproniazid and Dexedrine, and a placebo. Two other projects 
attempted to assess its clinical value in a day hospital and on the psychiatric ward 
of a general hospital. These studies were carried out concurrently. 


I. A CONTROLLED STUDY OF CHRONIC DEPRESSED STATES 
TREATED WITH ANTI-DEPRESSIVE DRUGS 


A. Mirier, M.D., E. F. W. Baker, M.D. 


Selection of Cases 

The Ontario Hospital, Toronto was chosen for this study specifically so 
that long-term refractory patients with depressive symptoms could be in- 
vestigated. Twenty-four patients were selected (12 males, 12 females) on the 
basis of having depression as the central or prominent clinical feature. These 
were all patients who had been studied for a lengthy period, whose pattern of 
illness was clearly recognized, (so that a base-line could be established), and who 
had shown little, transient or no response to the various methods of therapy 
employed. It was felt that the selection of this group of patients would reduce 
or eliminate the consideration of certain factors which often affect the thera- 
peutic response such as, (1) natural remission of the illness, and, (2) the thera- 
peutic effect of being in hospital. 


*Studied experimentally as G-22355 and marketed as Tofranil by Geigy and Co. The authors wish to 
record their thanks for generous supplies of this drug and for the support made available to the Drug 
Research Unit, Ontario Hospital, Toronto. 
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The patients fell into a number of diagnostic categories — (as seen in 
Table 1). 
TABLE 1 


Diagnostic Groups 


Manic-Depressive Psychosis, Depressed 1 


) 
Schizophrenia with Depressive Features 5 
Involutional Depression 2 
Psychotic Depression 3 
Neurotic Depression 2 

Total 24 


Analysis of Case Material 


In Table 2 the distribution of sex and age according to diagnostic categories 
is shown. 


TABLE 2. 
Sex and Age Distribution 


Diagnostic Sex 


Age Over 
Categories 

M F 20-29 | 30-39 | 40-49 | 50-59 | 60-69 70 
Manic-Depressive, Depressed 7 5 2 5 2 3 
Schizophrenia with Depressive 4 1 3 2 

Features 

Involutional Depression 2 1 1 
Psychotic Depression 1 2 i 1 1 
Neurotic Depression 2 | 2 
rOTAL 12 12 3 3 6 6 3 3 


Table 3 presents the response to previous therapy—by Diagnostic Categories. 


TABLE 3. 
Response to Previous Therapy 


PAST ADMISSIONS PRESENT ADMISSIONS 
Diagnostic Groups Electroconvulsive Electroconvulsive | Pharmacological 
Therapy Therapy 
Good | Poor Good Poor Good Poor 
Manic-Depressive, Depressed 8 1 9 3 
(transient) 
Schizophrenia with Depressive 1 5 1 4 


Features 


Involutional Depression 


Nm 
~ 


Psychotic Depression 1 2 2 
Neurotic Depression 1 1 2 
rOTAL 11 | 19 I 13 
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Organization of Drug Study 

Two special units were established — one for males and one for females — 
within the setting of a large ward of the hospital. Each unit was staffed by a 
research nurse and assistants who carried out routine nursing procedures, medical 
treatment as ordered, and the administration of the Drugs under study. The 
research staff recorded data daily using an observation rating scale. A clinical 
psychiatrist and a research psy chologist were assigned to the ‘project for clinical 
assessment and rating—and regular weekly testing respectively. 


Dosage and duration of drugs used were as follows:— 


1) Imipramine — 50 mgm q.i.d. for 4 weeks 

2) Iproniazid — 150 mgm daily—in 4 divided doses for 6 weeks 
3) Amphetamine — 5 mgm q.i.d. for 1 week 

4) Placebo — 1 capsule q.i.d. for 2 weeks 


A quadruple blind procedure was used and each drug (including placebo) 
had a uniform appearance within identical orange gelatin capsules. Dosage was 
held constant and set at approximately the safe maximum for each drug. Dura- 
tion of administration was sufficiently long to enable maximum effect to be 
attained, while a drug free interval was interposed to allow for elimination of 
the drug. 

The reactions of the patients were rated on a behavioural scale (Lehmann’s 
Depression Scale) — and evaluated clinically. The measurement of changes was 
made by the psy chologist who used a series of monitoring devices such as micro- 
auditory reaction time, maximal tapping speed, critical flicker fusion thresholds, 
tests of foresight, motor skill and ability to profit from experiences — and motion 
picture recording, etc. Details of this aspect of the study and the statistical data 
are dealt with in a separate report by the research psy chologist (10). 


In addition, routine procedures, such as:—daily blood pressure, temperature, 
pulse 1 rate and respiratory rate recordings; recording of physiological activities 
of sleeping, eating, etc. weekly blood ‘and urine analysis (W BC, differential, 
Haemoglobin, serum alkaline phosphatase and routine urine examination). 


Results 
It was decided that a relatively simple scale be used to indicate categories of 
response and the following represents the model employed (Table 4). 


TABLE 4. 


Categories of Response 


I Recovered Sy mptom Free 
Mild residual symptoms — ~ cageble of 
functioning out of hospital 


II Markedly Improved 








II] Slightly Improved Amelioration of symptoms — but stll disabled 
by illness and requiring hospital care 


I\ U Jnimproved 


I 


n cases where manic reactions developed or florid psychotic symp- 


toms erupted, the drug was discontinued—and Iproniazid or Imipramine 
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were implicated in 6 patients where this occurred. In these cases, patients were 
rated as unimproved under the particular drug investigated. 

From Table 5 (which compares the response to the various drugs administer- 
ed during the study) it can be seen that the most spectacular response in terms of 
improvement occurred with Imipramine. Over 30% of the patients responded 
with satisfactory improvement (Groups 1 and 11) and of these patients, those 
with Endogenous Depressions were most responsive. Indeed, the response to 
the other 3 preparations was extremely limited, particularly with amphetamine 


and placebo preparations—and somewhat better with iproniazid. 


It was notew orthy that patients w ith Schizophrenic symptoms or neurotic 
symptoms responded rather poorly —only 1 patient with schizophrenic symptoms 
showing marked improvement and unresponse to Imipramine. 


TABLE 5 


Comparative Response to Antidepressant Drugs 


Amphetamine I proniazid Imipramine Placebo 
Diagnostic Groups 


I | Il 


II IV |) I] I 


| 
| 
| 
| | = 
| 


HIT |TV |] TIT | TT TV {] 2 |) | ae WIV 
Manic-I egressive, cit §S EC eg Ser ee ey 1 2 8 
Depressed 
Sc hizophrenia with zis zie 1 4 § 
Depressive Features 
Involutional Depression 2 2 1 1 2 
Psychotic Depression 3 1 2 1 1 1 1 2 
Neurotic Depression 2 2 1 1 2 
rOTAL 1 3 19 1 7 15 6| 4 {13 . 3 19 
Roman Numerals—I II III—IV — relate to categories of improvement noted in Table 4 : 





In examining the time interval and evidence of improvement (in those who 
exhibited a positive response), it was found the Imipramine response occurred 
frequently within 4 days — with maximum improvement in from 10 days to 2 
weeks, which then persisted as long as the drug was administered w ith dis- 
continuation of Imipramine — the patients who had improved relapsed to their 
pre-treatment state. 


Results of Laboratory Investigation 


No abnormalities were detected in the routine examinations of urine and 
blood during this study. 


Side Effects 

Side effects were found to occur with considerable frequency—particularly 
with Iproniazid and Imipramine. In 5 patients, it was necessary to discontinue 
the particular drug being administered because of severe hypotension, seizures or 
severe excitement. We did not discontinue drug administration for mild hypo- 
manic reactions. One case, who initially did well on Imipramine, died in an 
unexplained manner. No postmortem could be obtained. 
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Table 6 presents the data with respect to side effects in 


frequency and relation to drug being administered. 


Drug 


I proniazid 


Imipramine 


Amphetamine 


Placebo 


TABLE 6 
Frequency of Side Effects 


Type of Side Effects 


Postural Hypotension 

Activation of psychotic symptoms 
(delusional formation) 

Dizziness 


Hypomanic Reaction 
Drowsiness 

lremors 

Urinary Retention 
Edema 

Vivid nightmares 


Prolonged Hypotension 


Dry Mouth 
Dizziness 
Psychotic symptoms (exacerbation ) 


Postural Hypotension 
Extrapyramidal symptoms (akathisia) 


Drowsiness 
Mild diarrhoea 


Hypomanic Reaction 
Prolonged hypotension 


Seizure 


Palpitation 
lachycardia 


Dizziness 
Dry Mouth 


Dizziness and weakness 


Frequency 


Il. IMIPRAMINE STUDY IN A GENERAL HOSPITAL 


Dr. D. Lewis 
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terms of type, 


¢ of Patients 


13% 


u 


10% 


10% 


UNIT 


The General Hospital unit test of Imipramine was carried out on ward and 
private patients of St. Michael’s Hospital during a ten month period. 
The diagnostic categories are shown in Fig. I, below: 


a 


TABLE 7 


Diagnostic Grouping of the Patients 


Diagnosis 


Manic-depressive reaction, depressed phase 
Psychotic depressive reaction 

Involutional depressive reaction 

Neurotic depressive reaction 

H ypochondriasis 


rOTAL 


Cont wu 
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The patients ranged in age from 23 to 77, with an average of 48.7. There 
were eight males and tw enty ‘females. Four were patients w ho had been recent 
failures on E.C.T. in the same hospitalization. However, in most of the cases, 
the drug was commenced shortly after admission, with a minimum of delay. 
The drug was not used de novo with out-patients. : 

Imipramine was administered in doses commencing with 25 mgs. tw ice daily 
and increasing to 50 mgs. four times daily. Once the effect of the drug had been 
obtained, or when the patient began to show alarming side-effects, the amount 
administered was reduced. 

At first, intramuscular injections were used. In later cases, the drug was 
administered orally since there appeared to be little differential in the 1 rate of 
improvement, w hile side-effects appeared to be increased. 

Progress of the patients was assessed clinically. An attempt was made to 
use the Lehmann Depression Scale; it was not found useful in our setting. 

Laboratory and technical measures carried out during the investigation were: 
Daily Blood Pressure 
Weekly Urinalysis 
White blood cells 
Urine urobilin, bilirubin 
Serum glutamic-oxalacetic transaminase 
Alkaline phosphatase 

The four categories of improvement were similar to those above. 

Evaluation was made at the time of discharge or of the discontinuation of 
the drug, whichever came first. All patients who improved with the drug, were 
discharged on it and maintained on it, for periods of two weeks to four months. 
Results: 


The following are the responses obtained according to diagnosis: 


l 
‘ 


TABLE 8 


DEGREE OF RECOVERY 


DIAGNOSIS TOTAL 
I II III IV 
Manic-depressive psychosis, 
depressed phase 1 4 5 
Psychotic depressive reaction 1 1 2 
Involutional reaction 1 7 1 1 10 
Neurotic depressive reaction 2 3 1 5 11 
TOTAL 4 10 3 11 28 
DISCHARGED Yes 14 No 


It will be seen that of 28 patients receiving the drug, 4 were completely 
relieved of their symptoms and that another 10 were improved to the point of 
discharge. 


The results of Group / and I] show an improvement rate of 50°. If all 
patients in Group /-//] are added together, the figure rises to 60.4°%. Diag- 
nostically, the involutional depressions did particularly well, with an effective 
improvement rate (/ and II) of 80°4. Of the neurotics, 45.5 improved 


similarly. In the manic- -depressive, depressed group, the results were particularly 
poor. No patient was improv ed, even to the point of discharge. 
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The time between the first administration of the drug and the first evidence 
of lifting of the depression, varied widely, between three days and four-and-one- 
half weeks. Three of our patients reported it immediately but did not appear 
objectively much changed. This subjective response did not always persist. No 
effect was noted when doses of dextro- -amphetamine were added, for periods of 
up to one week. 

Four patients who had previously failed on E.C.T. were given Imipramine. 
Two improved and one was unchanged. One became seriously disturbed and 
had to be committed. In those cases which failed with Imipramine and were 
later tried on E.C.T., the response to this treatment was not enhanced. The 
patients required very nearly the same number of treatments as the depressed 
cases treated on our wards with E.C.T. only (an average of 6.6 treatments, as 
compared with 7.2, which is the clinical average). This was found also to be 
true of those patients (not included here), who received E.C.T. and Imipramine 
concurrently. 

Relapse after discharge occurred in three cases discharged on Imipramine. 

Of those who failed on Imipramine, one required commitment because of 
excitement, one refused further treatment and one recovered spontaneously, 
after a brief manic bout. The remaining 11 were treated with E.C.T. and dis- 
charged within three weeks markedly improved. 

Side Effects: 

These were found to be frequent with the drug. Only 5 cases made no 
complaint of some side effect and it is interesting to note that none of these were 
successes. Of the 28 cases, 6, or 21.4°%% were discontinued because of side effects 
in hospital. The most frequent side effect, present in 50°% of the cases, was the 
feeling of heightened agitation and restlessness. One intelligent patient described 
it as “a feeling of being torn apart, or twisted internally.” In this, as in most 
other cases, the sy mptom could be handled by reassurance and explanation, 
fortified, in the more troubled cases, by a tranquilizer. Promazine, Largactil 
and Meprobamate were found most useful in this connection. Some cases found 
relaxation exercises helpful. As noted prev iously, side effects were more frequent 
when the drug was administered parenterally. 

The following is a list of the side effects recorded in the course of the 
investigation: 


TABLE 9 

Side Effects Percentage of Patients 
Agitation 50 
Sweating 17.8 
Syncopal attacks 
Accommodation difficulties 14.2 
Hot flushes 
Tremor 10.7 
Difficult writing 
Dry mouth 
Psychotic exacerbation 7.1 


Skin rash 


Parkinsonism 

Severe prolonged hypotension 

Nausea and vomiting 3.6 
Increased dreaming 

Local reaction to injections 
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Recordings of blood pressure showed a gradual and probably insignificant 
fall during the course of treatment, with most patients. This tended to rise in 
the third week of treatment to previous levels. 


In one case, cardiac failure and impaired circulation to the feet occurred in 
the course of the administration of the drug. It is not felt, however, that the 
drug was clearly responsible, since the patient had some sw elling of the ankles 
before the drug was started and had been receiving the drug for six weeks, before 
the signs appeared. However, the patient died of a presumptive diagnosis of 
cardiac infarction and peripheral emboli (legs and mesentery). No post-mortem 
was obtained. 

Laboratory Tests: 

No hemogram changes were noted nor was there any disturbance of the 
urine urobilin bilirubin on any occasion. However, on three occasions, the 
alkaline phosphatase was increased and on four occasions, the serum glutamic- 
oxalacetic-transaminase test was abnormal. The two biochemical disturbances 
occurred simultaneously, in two of these cases. The disturbances vanished, 
following the reduction of the drug, except for one case of gross elevation, in 
which the drug was discontinued. le no case was icterus noted. 


Ill. IMIPRAMINE STUDY IN A DAY HOSPITAL 
Dr. A. Jones 


The Day Hospital testing of Imipramine was carried out on 21 patients over 
a period of six months. 

Most of the 21 patients in this series had received psychiatric treatment prior 
to admission to the Day Hospital. Control studies were not carried out but 
most patients had been under observation before Imipramine was started, and 
three subjects were patients readmitted for the same type of illness. In view of 
earlier reports, cases of depression were chosen to receive Imipramine. 

The diagnostic groups were as follows: 


Manic-depressive psychosis, depressed phase 3 patients 
Psychotic depressive reaction 7 patients 
Involutional depressive reaction 3 patients 
Neurotic depressive reaction 8 patients 


21 patients. 

There were 14 females (age range 41-75 years) and 7 males (age range 54-69 
years), mean age 55.1 years. Seven of the patients had failed to benefit lastingly 
from previous E.CT. during the same illness. 

Imipramine was given orally (parenteral injections did not produce an 
acceleration in response), with an average initial dose of 100 mgm./day. Higher 
doses up to 225 mgm./day were given if necessary but a direct relationship 
between amount of drug and relief of symptoms was not found consistently. 
After 3-4 weeks at the effective dose level, medication was gradually reduced, the 
maintenance dose being regulated by the level of sy mptoms. Several patients 
with recurrent depression have needed Imipramine ‘for maintenance up to six 
months to date. In these cases, where reduction of Imipramine has been followed 
by a return of depressive symptoms, elevation of the dosage has re-stabilized the 
patient within a few days. 

Eleven patients needed tension-reducing drugs in addition, usually Largactil 
75-100 mgs. daily. Seven of these were diagnosed neurotic depressive reactions, 
in whom anxiety was as marked as depression. 
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Improvement was assessed by patients’ reports and staff observations and 
categorized in the same manner as above. 

Patients were assessed at the time of writing the report. All patients were 
discharged from the Day Centre except two, w ho were patients who stopped 
taking Imipramine within the first week. 


TABLE 10 
Results: (D. signifies “‘depression’’) 


Recovered Much Slightly Unchanged 

Improved Improved or Worse 
Manic-D., D 3 3 
Psychotic D 3 3 1 7 
Involutional D ? 1 3 
Neurotic D 2 1 5 8 
10 1 4 6 21 


Thus eleven out of twenty-one patients were recovered or much improved 
(52°,). The cases of neurotic depression improved noticeably less than the 
other cases. The six patients who were unchanged or worse included the three 
patients who ceased Imipramine during the first week. Two patients who 
improved only slightly with Imipramine subsequently received a course of E.C.T. 
with recovery. There was no significant difference in the improvement rate 
when tension- reducing drugs were “used together with Imipramine. Of the seven 
patients who did not improve or sustain improvement after an earlier course of 
E.C.T., five were much improved or recov ered with Imipramine. 

Improvement with Imipramine usually showed in one to two weeks but one 
patient recovered after six weeks on the drug. 

Side effects were minimal. Two patients had xerostomia and akathisia, one 
patient had blurred vision and xerostomia. The former two patients stopped 
the drug and refused to continue taking it, the other lost the side effect within 
a week. 

DISCUSSION 

In attempting to assess any therapeutic agent, one is concerned with the 
completeness, frequency, predictability and risks associated with recovery. In 
these three series, we have observed recoveries with Imipramine as complete as 
any obtained with electroconvulsive ther rapy. These recoveries appear to be 
somewhat more frequent in chronic cases than one would expect with E.C.T. and 
slightly less frequent than those expected in relatively acute cases (30°4 and 
50: respectively of improvement to the point of discharge). 

These results do not appear to be predictable either by the severity of the 
disease process or the presence or absence of anxiety, retardation, by age group, 
diagnosis or duration of illness. The patients w ho have had E.C.T. previously, 
may or may not prefer the drt ug to E.C -T. and may or may not improve w ith it. 
Patients who have failed with Imipramine tend to improve on E.C.T. and refer 
to the latter treatment as: being much more effective, i.e. more rapidly or spec- 
tacularly euphorizing. The “E.C.T. sparing effect” is not statistically established 
by cases in our series nor do patients to whom Imipramine had been previously 
administered appear to improve more rapidly. Our conclusion, therefore, is 
that Imipramine broadens the treatment spectrum for depression but does so in 
an unpredictable way. 
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The side-effects of this drug are important and varied and are receiving 
attention (11) in the literature. Few of these are found to be severe; our rage 
contains two deaths, though the connection is not established due to lack « 
autopsy confirmation. These were apparently due to cardiovascular c feeder 
cerebral in one and cardiac and peripheral in the other. Other phy sical side- 
effects are irritating rather than dangerous. In the psychological field, the 
side-effects appear more troublesome, especially for those engaging in open ward 
eatigge Psychotic exacerbation may occur in the course of ther rapy w ith this 
drug. A previously undetected schizophrenic process may ignite or a manic 
phase may be entered. Patients may become aggressive, uncommunicative and 
severe management problems. Intensely depressed patients may not be able to 
wait out the effect of the drug. The increase of conative activity before 
adequate affective response has been responsible for more than one suicide (12,13). 
This eventuality did not occur in our series. These effects must be particularly 
considered when using the drug on an outpatient population. It is felt that 
the general practitioner should prescribe this drug for patients who can be 
observed closely, at least until adequate therapeutic effect develops. Moreover, 
the medical practitioner should be sufficiently versed in clinical poychietry to 
be able to interpret early signs of exacerbation or oversw ing. It will be, for some 
time, an open question w vhether E.C.T. is not safer on both psychiatric and 
medical grounds. The drug does fill a definite need with patients who have 
failed with other therapy. Here, it may function either curatively or sup- 
portively. 

SUMMARY 

Imipramine, a new mood-elevating drug, has been used in a variety of 
psychiatric settings. It has been found ‘that a considerable proportion (30°.) of 
chronically depressed patients and about 50% of acutely depressed patients are 
improved by the drug and that these improvements are as good as those obtained 
by electroconvulsive ther rapy. Few of the side-effects are severe. However, 
vascular deaths or complications 1 in yon older age group are being reported; there 
are two in this project. Material, to date, indicates that certain cases become 
grossly disturbed on the drug in a perdlnade sense, either aggressively, in a 
schizophrenic manner or by manic over-reaction. The indications for the 
administration of the drug are less cut and dried than previous authors have in- 
dicated. Patients of all ages, ty pes of depression, degrees of severity and duration 
of illness have improved. It is a useful drug, and one which’ increases the 
spectrum of psychiatric treatment of depression, although not providing the 
final answer. 

We wish to express our appreciation to Geigy Pharmaceuticals; Doctor J. N. Hagan, 
Medical Superintendent, the Medical and Nursing Staff of the Ontario Hospital, Toronto, 
and particularly to Mrs. King and Mrs. Fuhr, Research Nurses, whose help and support made 
this study possible; Dr. A. M. Doyle and the Nursing Staff of the St. Michael’s Hospital 
Psychiatric Unit; and the Nursing Staff of the Day Hospital. 
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Résumé 

La mise au point de drogues tendant a stimuler ’humeur a soulevé un certain 
enthousiasme qui s’est petit a petit manifesté dans la littérature sur le traitement 
des états de dépression. L’optimisme du début, en ce qui regarde d’autres agents 
tels que les amphétamines et |’acide nicotinique, a fait place 4 des réserves plus 
prudentes (1,2). L’expérience a fini par démontrer que ces drogues avaient des 
limitations et présentaient méme certains risques. Dans certains cas, les effets 
secondaires avaient échappé aux chercheurs au cours des premiéres expériences, 
ou ceux-ci ne leur avaient pas attribué d’importance. Quelques-uns de ces 
effets, en particulier l’ictére attribuable 4 l’Iproniazide (3) ont eu de sérieuses 
conséquences et beaucoup de médecins hésitent a se servir de ce composé. 
Depuis deux ans, plusieurs rapports ont paru au sujet de I!’Imipramine. Ces 
rapports indiquent qu’entre 50 et 85 p. 100 des malades chez qui une utilisation 
adéquate de ce médicament avait été faite, s’étaient rétablis. Bien que la liste 
des effets secondaires soit imposante, peu de chercheurs ont cru que lun 
quelconque de ces effets était assez grave pour justifier la cessation de cet emploi. 
Les premiers rapports ont paru relativement a cet emploi dans les grands 
hdpitaux psychiatriques (4,5), les services psychiatriques d’hopitaux généraux 
(6,7) et les cliniques externes (8,9). 

Le présent article mentionne l'emploi de l’Imipramine dans trois situations 
contrastantes ou divers groupes de malades pouvaient présenter une large gamme 
de réactions. Les rapports, jusqu’ici, ont montré une utilisation limitée de la 
double technique a l’aveugle (5,7). La comparaison directe avec d’autres médi- 
caments, dans les études cliniques, a été faite moins souvent. Dans la présente 
étude, l’'Imipramine a été comparée avec deux agents anti-déprimants, |’Iproniazide 
et la Dexédrine, avec un placebo. Deux autres projets ont eu pour objet de 
chercher a évaluer sa valeur clinique dans un hdépital de jour et dans la salle 
psychiatrique d’un hopital général. Ces deux études ont été effectuées simulta- 
nement. 


CTY 
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PANEL ON BRIEF PSYCHOTHERAPY* 


INTRODUCTION 
W. Cuirrorp M. Scort, M.D. 
Montreal, P.Q. 


Today we are taking time to discuss how we can be brief in giving time and 
understanding in psychotherapy. 

Our panel has economics as a background. What time can we or our patients 
afford? In other terms, how many patients must we afford to try to help in the 
time we have? These are questions we should never forget. The time we give, 
as psychotherapists or psychoanalysts, varies from about an hour, a few or several 
times a week, for a period of w eeks, months or years, at one extreme, to the time 
we give as group, social or milieu therapists, at the other extreme, w hen many 
patients are treated together by one or more therapists. 

But when we talk about brief therapy, we may not only mean brief in time. 
We may mean we are limiting goals, and are thinking of specific symptoms to be 
transformed into something else, specific motives to be changed, potentialities to 
be released, inhibitions to be relieved, new adaptations to be learned, sublimations 
to be improved, or any combinations of these. In other words, we may find 
patients and doctors try ing to become more specific about what they are being 
brief about. 


1. STRUCTURAL FACTORS AND LIMITATIONS 
IN BRIEF PSYCHOTHERAPY 


J. Guttp, M.D. 


Edmonton, Alberta 


An attempt to define Brief Psychotherapy is beyond the scope of this discus- 
sion. I propose to limit it to the relationship between patient and therapist, in 
which the main procedure is the discussion of the patient’s problems. For our 
purposes such a relationship would go on for approximately 2 to 6 months, and 
encompass from 10 to 50 interviews “after the taking of a history. 

The frequency of interviews may be determined by: (a) the time the therapist 
has available, (b) the patient’ S ability to attend at specific hours, (c) the intensity 
and nature of the patient’s anxiety as assessed by both patient and therapist, (d) 
the patient’ s financial status, (e) the therapist’s feeling of interest in or dislike for 
the patient or his problem, and (f) probably most important, the spacing of the 
sessions depending on the patient’s ability to penetrate his defences during inter- 
views so as to explore meaningful attitudes, to assimilate the material covered, test 
it out in the reality of his world, and integrate it into further understanding. In 
short, the frequency of interviews depends on the type and structure of the 
patient’s ego defences. 

Some authors feel that the duration of the interview may be flexible, and 
determined by the patient's productions and emotional state in the session. Apart 
from the ther rapist's reality need to work by an appointment system, one must 
consider the meaning to the patient of giving him a long hour one day, and a short 
one the next. The ‘implications of reward and punishment are obvious, and the 
patient may become more concerned with his security in the interview and the 
desire to please the therapist than with feeling free to explore his problems. Unless 
one is most skilled in dealing with transference complications and the difficulties 
which arise from introducing extraneous factors, it is probably wise to maintain 


*Canadian Psychiatric Association, Ottawa, 5th June 1959. 
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a set time. The almost universal therapeutic time unit is the hour. Since the 
the rapist needs a few minutes to reorient his feelings and thoughts to face the next 
patient without a hangover, and since he may need to make a few notes, it is 
advisable to make the hour a little less than sixty minutes. In practice, fifty minutes 
seems a satisfactory therapeutic hour, but whatever time one chooses to use, it is 
well to stick rigidly to it. It helps the patient face the reality of the situation and 
vet affords him the total security of the time that is his. Obv iously, this precludes 
the ther: apist taking phone c calls during a session. 


Psychiatric liter ature is replete with detailed information on structuring 
psychotherapeutic programs. The well known works of Alexander and French’, 
Colby”, Fromm-Reichmann*, Meares*, and Wolberg® cover various aspects of this 
subject. Only a few aspects will be noted here. 


It is most difficult to classify the basic factors influencing the structure of 
Brief Psy chotherapy with an individual patient. Although the classification 
attempted here has many omissions and is quite general, it is offered as a tentative 
approach from a practical standpoint. 


Basic Factors in the Structure of Brief Psychotherapy 


[Herarpeutic. (A) Motivation for commencing treatment; (a) in the thera- 
pist; (b) in the patient; (B) Formulation of the Problem and Selection of Goals; 
(C) Factors deterring the therapist from the Goals: (a) altered evaluation of the 
patient; (b) seduction of the therapist; i. sexually, ii. intellectually, iii. academically, 
iv. financially. 

SITUATIONAL. (A) Position of patient and therapist. (B) Duration and 
frequency of interviews. (C) Payment arrangements. (D) Interviewing of 
relatives. (E) Medications. (F) Adjunctive techniques. (G) Cancelled, missed, 
and “‘late’’ sessions. 

PropLemM Derinition. (A) — probably helped by brief individual 
therapy: (a) Psychosomatic disorders. i i. peptic ulcer. ii. asthma. iii. dermatoses. 
iv. migraine. v. others. (b) Acute and chronic anxiety states with somatic expres- 
sions of anxiety. (c) Mild neurotic depressions. (B) Patients possibly helped by 
brief individual therapy: (a) mild phobic states, anxiety hysteria. (b) mild social 
delinquency. (c) reactive re (d) dependency reactions. (€) aggressive 
reactions. (f) conversion hysteria. (g) patients tending to transfer the onus to the 
therapist. (C) Patients probably not helped by brief individual therapy: (a) 
psychoses. (b) anorexia nervosa. (Cc) social delinquents. (d) obsessive-compulsives. 
(e) phobic states. (f) impotence and frigidity. (g) character neuroses, immature 
personalities. (h) some psychosomatic disorders. (i) hysterics who persistently 
manipulate and act out. 


One should appreciate that it is the whole individual patient, rather than the 
problem, who comes to therapy, and so may not fit into any general classification. 
Yet it is useful to delineate problems in an empiric way with regard to their 
possible fate in the hands of an aver age psychotherapist. ‘Where one has doubts, 
a therapeutic trial is useful. 


When a therapist takes a patient into treatment he does well to reflect on the 
personal reason, if any, for his selecting that patient. By this means he can prevent 
being manipulated. If the therapist has a know ledge of himself, of his reactions 
to particular people and situations, he can decide on how best to deal with a patient 
now before him. All too few therapists either know themselves a little, or use 
their know ledge of themselves to develop a therapeutic program. It would seem 
to be the duty of supervisors of residents in psychiatry, to bring them gradually 
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to an unbiased and non-critical knowledge of their problem areas in dealing with 
patients, and to review with the resident his psychotherapeutic assets and liabilities 
thus allowing him to take these into consideration in his work. For example, if 
the psychiatrist is an obsessional person, will he do well with obsessional patients, 
or will he be able to tolerate the disorganization of the schizoid person? If the 
therapist tends to be an active, extroverted person, will he tend to miss the nuances 
of emotion in a depressed patient; and if he is a rather cold and distant person 
can he deal as well with depressives as with hysterics? 


A psy chiatrist is not, ipso facto, a psy chotherapist. This becomes clear in 
the supervision of trainee psychiatrists. Despite further training, he may not, 
by virtue of his personal equipment and manner, emerge as a successful therapist 
in the sense that both the patient and he might derive creative gratification and 
resolution of anxiety. It is entirely possible that a particular trained layman is 
more effective than a particular trained psychiatrist. Indeed, should the patient’ s 
progress be slow or limited, he may conceivably suffer less at the hands of this 
layman, who has as his only tool the therapeutic ‘relationship, than at the hands of 
the psychiatrist. The psy chiatrist can react to frustration consequent upon thera- 
peutic impotence by headlong flight into a therapeutic furor, invoking injudici- 
ously in rapid succession any and every psychologic, electronic, gaseous, or 
pharmaceutical weapon w hich is his medical prerogative. 


The adjuvants have been developed with the specific aim of making brief 
therapy more effective. It is probably true to say that in general they are about 
as effective as the confidence the psychiatrist has in them. The very presence 
of so many adjuvants may be, paradoxically, one of the greatest limitations to 
brief therapy. It is easy to mistake the adjuvant for the therapy. By resorting 
to adjuvants it is quite simple to avoid examining the nature of a perplexing and 
frustrating psychotherapeutic impasse. Yet discovering the cause of the impasse 
may be more important and more therapeutic than getting through it. Indeed the 
adjuv ant can be used by the patient as a resistance, and result in the subtle transfer 
of basic motivation and responsibility from the patient to the therapist. Medica- 
tion, when cautiously used, can no doubt facilitate therapy at specific stages. Yet 
the pressure which exists today to experiment with that sample of the latest 
tranquilizer, may detract from the basic psy chotherapeutic relationship on which 
brief therapy is based. When one feels guilty or impatient over the slow progress, 
it may be difficult to resist the pleas of the patient for something more active than 
discussion, thus falling prey to the use of an adjuvant because of emotional pressure 

rather than using it as the calculated exercise of judgment. This is the start of a 
bad habit. Let the psychiatrist beware of the impulse to change treatment in 
midstream. A watchful eye must certainly be kept on the course of therapy, and 
flexibility to change or amend the therapy must always be present. Still, one 
should try to decide before changing to a new treatment whether it is justified in 
itself, or whether it is an escape ‘from the previous one. 


When the history has been taken, an assessment should be made (a) of the 
positive and constructive forces in the patient which aid therapy, (b) the disruptive 
forces or conflicts, and (c) how and why the patient has dealt ineffectively with 
the conflicts so as to produce the symptoms. Unless this is done one cannot decide 
what one hopes to accomplish by therapy. Brief therapy is synonymous with 
the setting of realistic goals. Sometimes specific goals can be set, at other times 
the goal is simply the elaboration and understanding of that emotion which the 
patient has brought to the assessment interview. In the passive mother whose child 
attends a guidance clinic, we may see the child’s overly active behaviour as the 
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projected enactment of the mother’s thwarted desire for expression in her own 
childhood. The goal becomes clear: she needs to discover these desires in herself 
and be able to express them. We must take care to limit our aims to the calculated 
end. We must stay our attempts at basic reconstruction of the oedipal and 
preoedipal tensions no matter how fascinating they may be. To interpret psycho- 
pathology simply because it is there, w ithout any relation to the central process 
between patient and therapist, or the central theme of those difficulties in which 
we can hope to effect some change, is destrucitve. 

It is easy to drift into a therapy in which the patient comes at regular intervals 
and the session is taken as a small and perhaps relatively inconsequential part of 
a vague, undifferentiated whole or long-term concept of the therapy. ‘There is 
no justific ation for the morass of ill-defined therapy without structure or goal, in 
which one rambles on purely on content interpretation and general exploration. 
The morass is prevented in the first instance by defining clearly what one feels 
one can accomplish with a given patient in a given time, with interviews of a given 
frequency , and the given therapist’ S ability to deal with that patient. 

Psy chiatrists may sometimes find that they seem to collect attractive patients 
of the ‘Opposite sex. There is nothing w rong with this, so long as the therapist 
realizes it may be the patient who is structuring the therapy r rather than he, because 
he is being psychosexually seduced. Intellectual seduction takes place when the 
therapist is so impressed by a patient’s intellect, social position or mental prowess 
that he decides for reasons other than basic therapeutic ones, to take this patient 
on. .On occasions we may see a patient whose psy chopathology is so tantalizing, 
and his associations so geared to convince us that he is a good patient doing all 
we can ask in the way of introspection, that the process of therapy is lost sight of 
through our interest in the content. This arousal of our academic interest is here 
called academic seduction. Financial seduction by the patient is the simple 
process of being able to afford a fee high enough so that the therapist finds 
adequate psy chological reason for treating him. The converse may also be true. 
Though there can be little doubt that each of us welcomes an ample income, 
paradoxically many find it difficult to deal directly with the patient on money 
matters. Often inquiry is initiated only by the patient, and it is dealt with by 
the doctor in the fastest possible time, to get it over with. It is such a joy to have 
a good secretary to undertake all the direct dealings with this rather nasty subject, 
so that the doctor need not be embarrassed by it. Whatever the therapist's 
anxieties and guilts regarding money and the payment for services he gives, the 
account is highly important to the ean One ought to have sufficient respect 
for the patient to face this subject frankly and to discuss it as fully as the patient 
requires. This is quite separate from explaining, when therapeutically necessary, 
the meaning of the payment as part of the therapy. If, of all the sectors of per- 
sonality explored, this one remains largely unmentioned, much significant uncon- 
scious material can be hidden behind it— enough to impede therapy considerably. 
The financial position of the patient must surely be one of the things which is 
fundamental in structuring a treatment plan, since it is part and parcel of the 
patient's life. In taking a history therefore, it requires every bit as detailed an 
examination as does the patient’s relationship to his family, and it is the correct 
time to discover his assets and his debts. Surely it is no more unseemly to inquire 
into this than into his sexual guilts and secrets. If the situation in which the 
patient consults the therapist is not an emergency, it is only considerate to tell him 
that the treatment will cost so much, and he might therefore be well advised to 
save toward it for the next few months. Then, when he commences it at that 
time, he can feel more secure in the therapy. Such a procedure exploits and 
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emphasizes most beneficially that basic force without which there can be no 
therapy —personal motiv ation. Excessive kindness on the part of the therapist 
may provoke guilt in the patient, remove his individuality and sense of contri- 
bution. Obviously, the poor will always be with us, and we shall not deprive 
them of care because of their poverty. Yet patients with even the most meagre 
income benefit by a sense of contribution. Such a patient should pay 10 cents 
or whatever is mutally agreed as a meaningful sum to him. Similarly the patient 
with considerable means should not be restricted to a fee which is the therapist's 
standard charge. The same basic fee means quite different things to the shop 
foreman and the corporation president. Such charges should apply in out-patient 
clinics, and to residents’ therapy just as they do in a private office. 

The trend toward prepaid medical plans has created an important issue for 
the psychiatric patient. The payment of his fee by a magical and bounteous 
mother removes from the treatment situation a vital ingredient of the patient’s 
full participation. In my view, patients in psy chotherapy should be charged a 
fee over and above that for which the doctor submits accounts to the medical 
plan. In fact it is preferable to have the patient pay the doctor his full fee so 
that he handles all the money—even if he is later reimbursed in part by the medical 
plan. The patient may be given the opportunity of paying, w ithin limits, as he 
wishes. He may elect to pay on each visit. He should not “be allow ed, however, 
except for a sound therapeutic reason, to go beyond the therapist’s regular routing, 
which is commonly a monthly account. He must face the reality of the bill, and 
this is further emphasized by handing the account to the patient directly. The 
mail is a means of acting as if the account didn’t actually enter into the relationship 
between patient and therapist. 

Problem definition is based on the therapist’s personal skill and experience. 
He may do well with patients his colleagues have failed with, or he may do badly 
with cases others find simple. So long as therapy is based on the relationship 
between two individuals no final rules can be set. However, patients who are 
generally difficult to treat in brief therapy, and with whom such therapy may fail, 
can often do well in groups. The therapist may make little progress with a 
severely phobic patient, a character neurotic, or a dependent, manipulating 
hysteric. Yet were the same therapist to treat this patient in a group he could 
well succeed beyond his expectations. Groups of 6-8 patients, held weekly for 
one and one-half hours, may produce, with patients difficult to treat individually, 
results in about the same number of sessions as other patients treated more success- 
fully in individual therapy. Group therapy in private psychiatric practice is a 
field therapists would do well to cultivate. 
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Discussion 
by F. A. Dunswortn, M.D. 
Halifax, Nova Scotia 


I enjoyed Dr. Guild’s paper, and am pleased that he has stated in a clear and 
comprehensive way the basic structuring that must underline all psychotherapy. 
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Dr. Guild, however, did list certain conditions by diagnoses and I fear that 
some readers would consider applying these in an incorrect fashion. My comment 
is, though I realize Dr. Guild did not mean these as arbitrary rules, that basically 
we treat the patient and especially the patient through his ego strengths. In other 
words, it isn’t so much the illness that we treat; it is the individual. Most brief 
psychotherapy is basically on the ego level. It is necessary to assess the patient’s 
defences, to assess our ability to penerate these defences, to evaluate the executive 
functions of the ego of the particular patient and above all to assess the motivation 
of the patient. In brief then, we basically treat the person and not the diagnosis. 

Dr. Guild, by inference, did not encourage short contacts—in other words, 
very short psy chotherapy. My own feeling is that certain patients can only stand 
a certain length of interview or a relatively ‘short course of therapy. I frequently 
find that after a while they return and in ‘the meantime have gained more insight, 
more motivation, more stren ngth, and it seems that they then can go on with 
further therapy. In other words, short contacts, if meaningful, may be very 
valuable to the patient. 


One of the mistakes of Psychotherapy in the past has been treatment in a 
vacuum. It is very obvious from our discussion yesterday in the Child Psychiatry 

section, where the emphasis was where it should be on the total family approach, 
that at least the nearest relative must be in touch with the Psychother rapist. We 
have to explain to the family that there will be a changed equilibrium, and it Is 
extremely important that w vhat the relatives may view as actual worsening, 
reality is a step tow ards improvement. We have found in the Child rae lm 
Clinic that it is impossible to treat a child without close contact with the family. 
We have also found in practice that very often if one of a marital pair is in 
treatment, the other seems to get worse as the one in treatment improves. It is 
also very striking, when treating an alcoholic, that as he improves, in a very 
neurotic, sado-masochistic way, his wife may torpedo his progress. 

Finally, | would like to emphasize that all of us forget certain techniques. 
Many of us trained some years ago and perhaps we have forgotten some of our 
supervision, or perhaps many of the things which we do were picked up by 
intuition. I feel we must constantly review what we are doing. My own personal 
experience has been to expose my techniques and my approaches to my colleagues 
and residents (especially by treating patients behind a one-way vision screen) for 
discussion. This tends to keep me on my toes, and constantly keeps me re- 
evaluating what approaches I am using in psychotherapy and how appropriate 
they seem to be. 


2. REFLECTIONS ON THE PROGRESS OF PSYCHOTHERAPY 
(with passing reference to the parameter of duration) 
Donato J. Watterson, M.D. 


Vancouver, B.C. 


Introduction 
The term psychotherapy is used in two senses. I am using it generically to 
include all varieties of psy chological treatment including psy choanalytic treat- 
ment, though the chief interest of this paper is individual ‘rather than group 
therapy. 


By the processes of psychotherapy I mean the communications and transac- 
tions which occur between patient and therapist, and the intrapsychic reper- 
cussions of these. Thus the processes of psychotherapy include the verbalized 
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and non-verbalized exchanges between the participants, the attitudes of the parti- 
cipants to each other and the vicissitudes of these attitudes, the developing thread 

| cadetaniing, and the behavioural shifts which may be related to the therapy 
though manifested elsewhere too. 


Oo 


As used here the term processes embraces both form and content. It thus 
includes matters relating to procedures and structure. The sum total of proce- 
dures and structure is usually called the method of treatment. 


Short-Term and Long-Term Psychotherapy 


Psy chotherapy is sometimes referred to as being short-term or long- term as if 
these were different varieties or methods of treatment. Duration (and frequency ) 
of treatment is actually determined by a host of variable factors. Psychotherapy 
may be interrupted by some enforced separation of patient and therapist, resulting 
in therapy which is fortuitously short-term. Limits regarding the frequency y of 
sessions and duration of therapy may be set by the lack of time (for instance, in a 
university health service setting), by a limited ability to pay for treatment, by 
the nature and degree of the emotional and personality disturbance of the patient, 
by the orientation of the patient towards treatment, and by the point of view 
and experience of the therapist. 

Descriptively the terms short-term and long-term are valid, but some instances 
of treatment are short, others long. Even at this level, however, the natural history 
of psy chotherapy in terms of duration is probably not fully established; it is not 
certain whether the frequency distribution curve of psy chotherapies (where the 
other co-ordinate is duration) is continuous or discontinuous. 

Concerning the processes of psychotherapy I am going to make the assump- 
tion (in other words express a personal conviction) which must be disappointing 
if the aim is to discriminate between the processes involved in short- and long- 
term therapy, namely that the important and helpful processes in the two cases are 
the same. The assumption implies that such differences as there are between the 
processes of long-term and short-term therapy are relatively unimportant. 


Our terminology may be misleading in this connection. We have a number 
of terms used to define or to conceptualize the processes of psychotherapy, and 
perhaps assume that established usage implies that the terms have clear cut conno- 
tations. If we examine some of these terms we shall see that clarity of definition 
is lacking. For instance the term free association is well established; many people 
believe that it refers to a well-defined process of therapy, that this process is a 
consequence of a certain instruction being given to the patient (namely the so- 
called basic rule), and that the process is characteristic of a certain long-term 
method of psychotherapy which also has a name—psychoanalysis. However it 
seems that the structure given to the treatment situation (even if we confine this 
to psychoanalysts undertaking analysis) varies from therapist to ther rapist and often 
from patient to patient. Also the response of patients to a given instruction 
(whether it is given by the therapist or is self- imposed ) is not uniform but actually 
unique for each patient. Thus the term free association does not refer to a clearly 
defined process of therapy. 

I believe that similar considerations apply to nearly all the terms we have 
which supposedly refer to processes of therapy, terms such as interpretations, 
reflection of affect or content, dream analysis, reality confrontation, neutrality of 
the therapist, non-directive, client-centred, insight, abreaction, working through, 
transference, countertransference, transference neurosis, resolution of the trans- 
ference, and so on. In some instances the connotation is so blurred that it would 
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be no loss if the term were dropped—for instance the term free association. In 
other cases the conceptual connotation is clear but the concept is at such a distance 
from the treatment situation that it has little specificity at the level of discourse 
concerned with treatment processes. For the time being we have no better terms. 
Therapists and student-therapists will have to make the best of them. 

The assumption that differences in the processes of long-term and short-term 
therapy are unimportant is perhaps not so startling after all. It implies that many 
of our present terms suggest differences which either may not exist or may not be 

significant, and that we may expect new terms to be devised which will refer to 
processes common to both. This simply points to the need for further studies of 
the communications, transactions, and changes which actually take place during 
psychotherapy; and for further moments of profitable induction. Another way of 
stating the assumption is that a general theory of psychotherapy will one day be 
formulated, even if we do not have such a theory today. 


Over-Encroachment of Technique 

In other words, | believe that the important question is not what are the 
differences in the processes of short-term and long-term therapy, but what are the 
necessary and helpful processes in psychotherapy gener rally. 

However, in this paper | shall not attempt to review that question systematic- 
ally, but shall simply discuss two general reflections concerning the psy ychothera- 
peutic processes (and perhaps these two points are essentially connected )—namely 
the possible danger to the helpful processes we W ish to study in try ing to pin them 
down (resulting in an overencroachment of technical preoccupation), and the 
possible elusiveness of the helpful processes of psychotherapy in that they may 
be forever undergoing change. 

Perhaps the second thought could be stated more positively as follows; not 
much that has been discovered and written about the necessary and helpful pro- 
cesses of psychotherapy has had more than transitory and local validity. 

As regards the danger of research into treatment processes, first a quotation 
from Freud (1912);— 

It is indeed one of the distinctions of psychoanalysis that research and treatment 
proceed hand in hand, but still the technique required for the one begins at a certain 
point to diverge from that of the other. It is not a good thing to formulate a case 
scientifically while treatment is proceeding, to reconstruct its development, anti- 
cipate its progress, and take notes from time to time of the condition at the moment, 
as scientific interests would require. Cases which are thus destined at the start to 
scientific purposes and treated accordingly suffer in consequence; while the most 
successful cases are those in which one proceeds, as it were, aimlessly, and allows 
oneself to be overtaken by any surprises, always presenting to them an open mind, 
free from any expectations. 

We could easily make too much of this potential harm, but I think we can 
equally give it too little consideration. We are familiar with other situations in 
which the technical point of view can be damaging. For instance in the recent 
past many mothers have been made highly self- conscious about the art of mother- 
ing. Mothering became discussed in terms of amount of phy sical contact, various 
techniques of breast or bottle feeding, of toilet training, and so on. Mothers were 
induced to understand caring for and lovi ing in terms ‘of technique. They simply 
became anxious; it is very doubtful if they mothered or loved any better. 

Over the years many volumes have been written concerning sexual techniques. 
The individual reader who has sought through such reading to learn to love better 
has been hopelessly misled. We have also heard of schools which have disastrously 
attempted to put into practice certain pedagogic techniques believed to be con- 
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sonant with psychoanalytic thinking; the disastrous consequences had nothing to 
do with the truth of analy tic thinking but were the effects of the dominance of 
technical considerations in the minds of the educationists. 


Evidently we must define what we mean by technique and technical, and with 
particular reference to psychotherapy. The term technical refers to any aspect 
of the processes of psychotherapy not springing from personal understanding—in 
other words to the formal or mechanical aspects of the processes. The therapist 
may use techniques, and so may the patient. If the ther rapist has a set pattern of 
instructions which he gives to patients ¢ generally, these constitute one of his tech- 
niques. ‘The so- called fixed defences of the patient ( (and of the therapist too for 
that matter) may also properly be called techniques, though they may be uncon- 
scious techniques. Making brief diagnostic formulations or terse psychodynamic 
statements are technical matters. 

We must not assume naively that a ther rapist may or may not choose to use 
techniques s—inevitably he must. Therapy sessions are arranged i in a certain office 
at certain times; each session lasts an approximately specified time; a certain fixed 
fee is charged; and so on. These, and many other arrangements, are technical 
but necessary. 

We cannot decide whether any aspect of the treatment processes is or is not 
technical in nature except in terms of the total context. Thus, if a patient uses 
a couch because he wishes to, technique is probably not involved—though we all 
know patients nowadays who themselves introduce this manoeuvre as one of their 
age in handling the situation. If the patient uses a couch because he is told 

), technique is involved only if the instruction is routine but not if it stems from 
personal understanding of the patient and the needs of that particular treatment 
situation. Similarly, if the therapist asks the patient if he dreamt last night, the 
question is technical only if it is part of the therapist’s drill, not if it is prompted 
by specific and personal understanding. 


The unsatisfactoriness of publications concerning psychotherapy has often 
been commented on. One explanation has been that a single or partial aspect of 
the treatment processes is often discussed as if it were the whole story. Surely 
another must be that psy chotherapy is not compounded of technique alone, yet of 
necessity our technical writings are technical. Freud was strongly averse to 
having a volume written on psychoanalytic technique. Perhaps his reasons for 
this aversion were mixed, but possibly one of them was that written volumes on 
technique would misleadingly suggest that the helpful processes of treatment can 
be learned from a technical book. Evidently he thought that a kind of treatment 
manual could only lead to a travesty of treatment. He believed that the simpler 
practical aspects of psychotherapy could be described adequately and even briefly, 
but that the art of psy chotherapy could not properly be communicated except 
through the kind of apprenticeship which institutes of psychoanalytic training 
have attempted to establish. Psychiatric residency tr aining programs are attempt- 
ing to develop similar though br iefer methods of tr aining (based on a more personal 
contact between teacher and student than is possible through lectures and books). 


Psy chotherapy is ineffective unless the therapist has a sense of conviction 
about what he is doing ( which is not to say that it is effective mer rely because he 
has such a conviction). We frankly know very little about the source of this 
sense of conviction. Perhaps the student-therapist has to bring it to his training 
with him; his training then can change his rather blind sense of conviction into a 
more informed one. Certainly the effectiveness of the various psy chotherapies 
has not been statistic: ally demonstrated. Even the informed sense of conviction 
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of the experienced therapist must rest partly on the faith he brought with him to 
medical school. Faith, as we know, is properly outside the realm of logic and 
technical consideration. Neither logic nor technique supports it; on the contrary ’ 
if they are mistakenly admitted as witnesses, faith collapses. 

It has often been remarked that a given psychotherapy tends to become more 
drawn out with age. This is true of non-directive or client-centred psycho- 
therapy; in its first few years such treatments were quite brief, but they steadily 
gained in duration over the years. It is true of psychoanalytic treatment; one is 
amazed to read that in the early days a personal analysis might occupy only a 
few months, even a few weeks. What brings about this phenomenon of exten- 
sion? The leaders of the various schools would probably answer that at first the 
methods were rough-hewn, improperly understood and poorly used, and also that 
gradually the criteria for termination became better defined. Writers have also 
wondered whether there may not initially have been a sense of conviction or 
enthusiasm or faith which actually brought about improvement more quickly, and 
that gradually this sense of conviction became somewhat undermined, and waned. 
If this is true, may it not be that one of the corrosive agents in the undermining 
process was the increasing preoccupation with technique? 


Escape from Technical Constriction; New Vision 

Perhaps the psy chotherapist is in a similar position to the artist in relation to 
style and technique. The painter or the writer needs to be technically accom- 
plished, and needs to dev elop his individual style so that his signature is, as it were, 
written over the whole canvas or novel or poem. But the painter or writer is 
always in danger of being imprisoned by the very style and technique he has so 
arduously developed. Sooner or later this imprisonment becomes evident; his 
communication becomes less and less spontaneous, gradually more riddled with 
cliché. He escapes from his prison if he is able to escape— —by discov ering, often 
after a period of painful stagnation, a fresh style, new techniques. Of course if 
he finds that a given style w vhich he develops is highly lucrative he is tempted to 
stay within his ‘profitable though increasingly sterile s sanctuary. 


It is my impression that the most effective psy chotherapists are those who 
from time to time shift to different conceptualisations and correspondingly to 
somewhat different procedures or techniques. The shift in technique may be 
subtle but yet important. The theory of treatment may require a slight reformu- 
lation, and it may be that this theoretical reformulation follows rather than 
precedes the shift in techniques—in short, is a rationalization. 

For instance such a shift occurred during the development of client-centred 
therapy. Originally the focus of attention (and correspondingly of the verbal 
interventions) of the therapist was partly on the thought content and partly on the 
conscious affect of the patient; later the focus was shifted towards less conscious 
affect. It seems likely that the interventions of the therapist had become stereo- 
typed and stale; the shift in focus allowed the therapist to become once again 
more freshly spontaneous—for the time being. 


Perhaps the best documented series of shifts in a therapist’s style and technique 
is that of Freud. Over a period of twenty years he made a series of shifts in focus 
of attention, starting with a concentrated interest in unconscious motivation and 
gradually shifting to what in 1912 he was calling “the surface of the mind” 
Correspondingly there were shifts in his verbal interventions and in his theory of 
treatment. Moreover Freud was not averse to introducing other variations of 
procedure from time to time. In one of his last clinical papers (1937) he con- 
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tinued to ask searching questions about treatment—there was nothing to suggest 
that he thought treatment procedures and techniques could be allowed to crys- 
talise and become static. 


By contrast, in the writing of Reich, we note a kind of petrification, mental 
health’ is defined with bizarre rigidity, personality and neurosis are massively 
schematised, while treatment itself has become a highly technical operation. 


It seems that any aspect of psy chother rapy may be overtaken by technique 

and denatured. A case in point (referred to earlier) concerns what the ther rapist 
says to the patient. The therapist has (we hope) a sophisticated point of view 
regarding behaviour and his task, and in addition he has the characteristic human 
split of the ego so that he partly stands back and observes what he is doing; but 
within these limits it seems important that what he does and says should be 
permeated with spontaneity. However, there has been a tendency for his utter- 
ances to be subjected to a minute and paraly sing scrutiny, to become enshrined 
as interpretations, and to be discussed as though they could be as precisely mea- 
sured for fit as the tools of an engineer. It is in this context that in all seriousness 
Glover wrote a well known paper, the title of which is unconsciously satirical: 
The Therapeutic Effect of Inexact Interpretation. 

There have been of course many attempts by therapists, doubtless at times 
successful, to break the shackles of technique which in one respect or another had 
become too constricting. For instance in the psy choanalytic literature many 
authors are partic ularly concerned with questions about the attitude of the ther rapist 
towards the patient (e.g. Ferenczi, Alexander, Berman, Heimann, Guntrip) ; others 
with questions concerning instructions to the patient (e.g. Laforgue, Little, Katan) ; 
still others specifically with the problem of making therapy as real and as live an 
experience as possible (e.g. Strachey, Ezriel). 

It is not suggested that the sequence of over-encroachment by technique 
followed by break- through to renewed spontaneity is characteristic only of 
psychoanaly tic treatment. It seems likely that such a sequence would occur 
during the development of any method of psy chotherapy, for that matter during 
the dev elopment of any psychother apist. The illustrations here are chiefly a 
the analytic literature partly because it is the most extensively documented :; 
regards dev elopment of a mode of treatment, and partly because I am more familiar 
with it than with the literature of other ther rapies. 


In technical language the goals of treatment are variously stated as clearing 
up the symptoms, bringing about a better social adaptation, resolution of disturb- 
ing conflict, reordering of defences, lessening the severity of the super-ego, bring- 
ing about other restructuring of the ego, etc. In less technical language what we 
attempt in treatment is to restore life and spontaeity where there has been deadness 
and inflexibility. It seems unlikely we can do this unless there is life and 
spontaeity in the treatment itself. ~ 

George Moore wrote of Walter Pater’s writings; “In the pages of Pater, the 
English language lies in state”. Psychotherapy can quickly lie in state when 
technique t takes over too completely. The therapist must sense when his approach 
to treatment becomes stylised; this is the first indication that his vision is beginning 
to become stale and hackneyed. From somewhere—a colleague, a book, a con- 
vention, or from somewhere in his own soul—he must discover a fresh vision of 
human nature and behaviour; if he is able to do this then his spontaeity returns and 
questions of procedure, structure, and technique largely take care of themselves. 
Perhaps this is the value of the much talked of but little used refresher-anc alysis; 
but doubtless there are other ways of finding a fresh point of view. 
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This shift on the part of the therapist is one of the reasons why the processes 
of treatment are—like a person through life— forever the same and yet forever 
changing. Another reason is, of course, that the ways of thought and the way 
of life of one generation are slightly but always significantly different from -_ 
of the next. The understanding of life by parents, no matter how sound « 
extensive or flexible, is never quite sufficient or appropriate for their children. 
Ways of life develop in emergent fashion. The ways of psychotherapy must 
shift correspondingly—or fall out of step. 


Summary 


To sum up, we need both further observational study and speculative induc- 
tion before we can more fully grasp the processes of treatment. We may then 
possibly discover that the differences between the processes of treatments of 
different lengths (or different names) are less important (as regards progress and 
outcome) than certain helpful processes which are common to all. Meanwhile, 
we must in some way not allow our very research to make our therapy sterile. 
Perhaps one of the important attributes of psychotherapy is that it remain fresh 
so that, in a sense, the processes of psychotherapy may be forever undergoing 
change. 

And now I must apologize for the characteristic fault of papers on psycho- 
therapy mentioned earlier—namely that I have dealt with only one small aspect 
of the subject, and have probably written as if this small aspect were all-important. 
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Discussion 
by R. C. A. Hunter, M.D. 
Montreal, P.Q. 

Dr. Watterson has lucidly presented the case against petrification of constructs 
in psychotherapy. He has not implied, of course, that these constructs, such as 
they are, are useless, but rather that they should not be reified. In this connection, 
it seems to me that two factors at least mitigate against this danger. The problem 
falls into two parts, firstly what actually goes on in the complex interpersonal 
relationship between two or more persons that we call psychotherapy, and what 
we write about this situation. 

Psychoanalysis and psy chotherapy possess a firmly established verbal tradition: 
verbal in the spoken rather than in the written sense. Much of the subtlety and 
the living quality of psychotherapy, be it short or long term, is conveyed during 
discussions between teachers and ‘students, teachers and teachers, therapists and 
patients. In these discussions a flexibility and complexity exist that is lacking in 
the literature which, by contrast, is often stilted, formal and, as Dr. Watterson 
has pointed out, approximate. 

The other point I had in mind is that we have begun to study the dynamics 
of personality change and to conceptualize them in plastic terms. To illustrate, 
I will take a number of examples from various fields. In psy choanalytic theory, 
for instance, the old ideas of libidinal progression in a rather regimented way from 
oral to anal to genital, which were so characteristic of Abraham’s w ritings, have 
all but given way to the more vital concepts of rhythmical libidinal advances and 
retreats, and partial regressions and fixations, of such modern writers as, say, 
Phyllis Greenacre. An excellent example of studies of more rapid and evanescent 
changes may be found in the work of Bertram Lewin on the events of falling asleep 
and their bearing on mood swings. And again, there are Melanie Klein’s ideas 
about the need for reparation as a motive for change. In the educational field, 
Eron has measured changes in attitudes in medical students as they go through their 
medical training. In the area of psychological testing, Roger’s ‘Q-sort Technique 
has been used to follow changes in patients. These modern ideas get much nearer 
to conveying the fluidity and truly dynamic qualities of personality than did the 
older ones. 

Changes in personality organizations are variable as to depth (magnitude), 
direction and speed. From the point of view of psychotherapists, some people 
experience them too rapidly and others too slowly; others, like the obsessive com- 
pulsive, are curiously inert, while yet others, for example hysterical personalities, 
need only the smallest apparent push. Admittedly such matters are exceedingly 
complex, but it seems to me that we have already made a start in understanding 
them. 


3. THE USE OF DREAM INTERPRETATION IN 
SHORT-TERM PSYCHOTHERAPY 


Kart Stern, M.D. 
Montreal, P.Q. 


For numerous social and clinical practical reasons the technique of short-term 
psy chotherapy becomes an increasingly urgent problem. The expression “short- 
term” is rather arbitrary, and not easily definable. If a clinic patient, for reasons 
of his work, is able to attend the clinic at irregular intervals, or an out-of-town 
patient does the same for reasons of trav elling etc., the therapeutic relationship 
may last for a couple of years, and still be, technically, a brief one. Therefore 
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it might be better, in the present context, to speak of “modified forms of psycho- 
therapy”. ‘The term is more general and covers a multitude of atypical situations. 
Instead of surveying the vast controversy on the subject we should like to sum- 
marize it by saying ‘that in all these cases the therapist is facing the narrow straits 
between Scilla and C harybdis: on the one hand there is the danger of remaining 
on a level of benevolent reassurance, on the other hand there is ‘the even greater 
danger of giving the patient an intellectual knowledge of “mechanisms” without 
any solution of conflicts. It is a common observation that the young phy sician 
who, during his post-graduate training, is under the fresh impact of a theoretical 
knowledge “of dynamics “throws the book” at the patient. Nevertheless, there 
is, if not a general at least a widespread agreement that the basic principles of 
psychoanalysis, such as the mechanism of transference, the interpretation of resis- 
tance and all interpretations which lead to a widening of the gulf between reality 
and archaic configuration, are also fruitful in short-term forms of psychotherapy 
and in forms of psychotherapy at more widely spaced intervals. In the present 
communication we confine ourselves to the problems of dreams. 


Timing of Interpretation 

In our experience we have found that, as a whole, it is advisable not to inter- 
pret a dream in the session during which it is told. In face-to-face forms of 
ps sychotherapy, with sessions comparativ ely widely spaced, the danger of intellec- 
tualization is greater in psy choanalysis. if listening to a dream is countered by 
an immediate interpretation the patient's intellectual curiosity is stimulated, and 
the psychotherapeutic relationship is in danger of becoming a parlour g rame—a 
phenomenon only too easily absorbed by the patient's forces of resistance. Con- 
versely, if the phy sician makes a mental or written note of the dream and of the 
patient's associations, without comment, and alludes to it several sessions later, 
at a time when material pertaining to the dream is being touched upon, the trans- 
ference is greatly enhanced, and a dynamic tension is - introduced into the talks 
which is not there in the case of immediate interpretations. This is particularly 
important during the first few sessions. As is well known, the first dream is 
frequently a key dream, and the temptation (for the phy sician) is great to go 
straight to the patient’ s conflict. In our experience it is then most important to 
hold back. 

A patient who was referred to our clinic with the picture of an acute anxiety 
hysteria told in one of the first interviews a dream in which Mrs. X was seen 
standing in the street shivering in an acute febrile illness, asking for the patient's 
mother’s fur coat. When asked about Mrs. X, the patient said that Mrs. X was 
divorced from her husband due to his sexual impotence, and that she suffered 
from a brain disease for which she had been operated on recently. The patient 
added what seemed to her a strange coincidence, namely that Mrs. X had been 
first taken ill while shopping in a w ell-known chain store, and that she, the patient, 
had suffered her first acute panic state while in the same store. 

About 10 sessions later, the patient began to talk spontaneously about her 
own exceedingly inadequate sex life. She was married, with one child. The 
first childbirth was followed by thrombophlebitis. Her obstetrician had strictly 
vetoed all further pregnancies. Her husband had resorted to forms of birth 
control (some form of extra-genital contact) which left her extremely frustrated. 
This method apparently corresponded to the husband’s psy chosexual needs, and 
it was quite obvious that the obstetrician’s advice served unconsciously for 
rationalization of the husband’s part. This and an unresolved problem of hostility 
towards her mother and rivalry with a younger sister were the central actual 
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conflicts. It was during this particular session that the psychiatrist reminded her 
of the dream about Mrs. X and the “coincidence” of her having suffered the first 
acute panic state in the same place in which Mrs. X had been taken ill. The hint 
came when the patient least expected it and when she had almost forgotten the 
dream, and evoked an immediate experience of insight, accompanied by a flood 
of other associations. They all pertained to something which is so familiar to us 
in the phantasies of patients. with anxiety-hysteria—n: amely the ready identification 
with a catastrophically destroyed figure. It is our frequent experience that in such 
cases, with the interval between dream and interpretation, the patient's feeling and 
capacity for “distance” increases—i.e. such destructive identifications have had 
time (possibly by the intervening phase of transference) to be experienced more 
objectively as what they really are, namely archaic, and pertaining to castration 
phantasies. Needless to say, no such theoretical information was imparted, and 
yet the archaic phantasies and identifications began to pale. 


What to Interpret 


We always attempt in abbreviated methods of psychotherapy to remain as 
closely as possible on the level of the conflict of actuality, and to explore it in the 
finest ramifications. However, if a good transference is established, the infantile 
archaic mechanisms of the neurosis will be touched upon indirectly, as it were, 
even while one remains on the level of actuality. It is, if we may use an analogy, 
similar to the overtones which occur together with the tones played on an 
instrument. 

A man in his early forties who came to us originally because of neurotic 
depressions and marked diffuse anxiety gave the followi ing history. He was born 
in a family of nearly slum-like pov erty. The father had materially always been 
close to failure. In contrast to this, the mother was extremely ambitious, and 
very phallic. ‘There existed on the part of the parents a marked overt favoritism 
for an older brother who in reality was weaker and more passiv e than the patient. 
There were also two sisters. Suffice it to say that out of this family drama the 
patient married a wealthy woman; a marriage of opportunity. His w ife is chroni- 

cally sick and he harbours many unconscious death wishes against her. At the 
same time he feels guilty tow ards her. There is deeper guilt on the basis of his 
Oedipal conflict, out of his almost bizarre victory over father and brother. As 
We see it so often in cases of this type the patient was utterly unable to enjoy the 
fruits of his material success and to get out of his present situation the measure of 
happiness which might still be possible. His anxiety and depression are due, on 
the superficial level, to unresolved conflicts of hostility in his actual marital 
situation, and, on a deeper level, to the v ictory over father and the brother, which 
he himself is changing into a pyrrhic victory. 

He produced ‘the following dream: he attended the funeral of a Mrs. N and 
met the husband of the deceased who appeared, although in mourning, with a big 
smile on his face. In an apparently dissociated fragment which followed the 
same dream, the patient found himself with a badly infected rash on his knee. 

He told me that Mrs. N had in reality recently died. The details which he 
mentioned made it apparent, on the basis of his actual situation, that she presented 
his wife. In preceding sessions he had produced a lot of material indicating 
unconscious death wishes against his wife and it was not surprising to see that he 
found the husband who was in mourning actually with a smile on his face. In 
connection with the infected rash on his knee, he remarked that in reality Mrs. N 
had, during her final illness, suffered from a rash in that very area. It seemed 
obvious that the patient inflicted on the basis of the lex talionis, the deceased lady’s 
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illness on himself. In this case we discussed immediately, in the same session, 
certain implications of this dream, mainly the death wishes against his wife, the 
smiling mourner and particularly the fact that he immediately wished as it were 
on himself the same illness from which that lady had died. ‘This patient denied 
any conscious recollection of masturbation at any time of his life. However, he 
told the story of havi ing scratched himself frequently in the groin during puberty, 
so much so that he dev eloped a chronically infected wound there which he kept 
going by touching and scratching it. We talked a lot in this session of his very 
marked masochistic tendencies (without, of course, using any technical term) 
and the way in which he continuously arranged things so that they must hurt him. 
However, all this was done on the basis of the situation of his present actuality 
without reference to the archaic figures in the background and the early family 
drama. The point is that in brief and modified forms of psy chotherapy an explor- 
ation of the present actuality is more favourable than any deep interpretations. 
However, if the explanation of the actuality is carried out in such a way the 
patient himself very often touches spontaneously on elements which are behind 
the manifest conflict. 

This refers also to problems of transference. A brilliantly gifted executive 
artist, belonging to what we might call, ina very large generic term, to the “world 
of entertainment,” a man of forty-two, married, with children, comes to see us 
on account of problems of interpersonal difficulties. He professes a kind of 
intellectual admiration for the physician w hich, as he says, existed some time 
before the first interview. Generally speaking, the artistic, bookish and intellec- 
tual plays a great role in what he discusses ov ertly. In the patient’s own neurosis, 
the element of latent homosexuality is very strong. Without going into his 
history, for the purpose of illustration only, the followi ing dream may be mentioned. 
The patient finds himself in a room, the one wall of which is lined with books as in 
astudy. The patient reaches and finally crawls through an opening in the shelves 
to find the physician who is crouched naked behind the books. On the basis of 
this dream, the patient’s relationship to books in general from his childhood on is 
discussed. In the cultural background of his childhood there existed a strong 
emphasis on esthetic and intellectual values with a negation of sexuality. In con- 
versation the patient came to touch upon the fact that he would like to get to 
know, behind tiis intellectual admiration, the phy sician “in the flesh”, so-to- -speak. 
His intellectual and artistic preoccupations have served as a means of access, as 
well as an obstacle to his relationship with the physician. The patient's own 
father was a doctor and the booklined study behind which the nakedness of a 
man is hiding has numerous implications of which the patient becomes easily 
aware while at no time during the discussions is the homosexual meaning of the 
situation touched upon, not even obliquely. The interpretation of the manifest 
aspects of the transference proves to be of therapeutic value, even if deeper strata 
are not touched upon verbally. 

What we have discussed so far can be described as partial interpretation in a 
vertical sense, i.e. we take from the many overdeterminations of the manifest dream 
content that level which is closest to the patient’s present actuality and its conflicts. 
There is, however, also the problem of partial interpretation in the longitudinal 
sense. ‘This corresponds to the principle of “one thing at a time” which Alexander 
and French (1946) have enunciated. The woman patient mentioned in the first 
example has, apart from the sexual marital problem, an overt conflict over a 
domineering possessive mother who continuously intrudes into her life. With 
her sister (her only sibling) she lives in a very close and friendy relationship. 
There are, however, numerous indications that an unconscious rivalry with her 
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sister is an equally serious, if not more potent, element in the patient's neurosis. 
The patient suffered since childhood from neurotic obesity, the sister is younger, 
good-looking and attractive, and the difference has often been remarked upon since 
childhood by the mother and by the other persons. Moreover, the sister has three 
children and lives in what seems to the patient a sexually satisfactory marriage. 
On one occasion the patient related, with much consternation, a dream in which 
she killed two women—one older one, and one somewhat younger than herself, 
both being superficial acquaintances. Of the first one the patient remarked spon- 
taneously: “I know who that is”, and continued by pointing out striking parallels 
between the manifest figure in the dream and her mother. She then gave a 
description of the younger woman and used quite literally many epithets which 
she had used in describing her sister—albeit without making any connection. In 
that session we talked a lot of her “mother problem” in relation to the present 
actuality. Not once did the patient touch on the second figure in the dream. 
We find, precisely in situations like this, that Alexander and French’s principle 
of “one thing at a time” is most important. The same patient had produced a 
number of dreams before which obviously symbolized a profound element of 
hostility towards her sister. It cannot be emphasized too strongly that this 
material should be interpreted only when and if the “sister problem” comes close 
to consciousness, or if it enters into the patient’s living actuality. Thus we see 
that partial interpretation refers not only to depth but also to the dream ‘ ‘plot” 
as a longitudinal whole. 
Summary 

In all short-term forms of psychotherapy it is found advisable to remain with 
the patient on the level of the conflicts of his present actuality. Nevertheless, use 
can be made of dreams provided that certain basic principles are adhered to. We 
find it useful to let a time interval intervene between dream and interpretation. 
This helps prevent intellectualization and “intellectualizing” forms of resistance, 
and enhances true insight and better transference. Since all dreams are over- 
determined one should, in this particular therapeutic situation, interpret on a 
level which is close to the conflict of actuality, and not touch on archaic levels 
or elements pertaining to the primary process. This includes also dreams which 
have, as their central theme, a situation of transference. These rules pertain also 
to the multiple elements of the “plot” of a dream. Only those elements should 
be interpreted which pertain to the actuality conflict and which are close to the 
patient’s awareness. With all this partial handling of dream material it is observed 
that the “non-verbal” still enters into the dy namics of the therapy. 
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Discussion 


by V. Vover, M.D. 
Montreal, P.Q. 

I share Dr. Stern’s opinion of the definition of “short-term psychotherapy”, 
and I congratulate him on his clear and lucid expression of thought concerning 
the “royal road” to psychother apy. 

I agree that we should often refer during psy chotherapy to previous dreams— 
particularly to the first dream given to the therapist. The patient feels reassured 
that the ther rapist has listened carefully , and is always happily surprised that what 


he felt he could not easily say was nevertheless understood in many aspects by 
the therapist. 
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It is, however, our common experience in psychiatry that all our patients are 
living a “monologue.” It is either the monologue of the psychotic patient who 
gives both the questions and the answers and even denies the presence of another 
person, talking in our presence as if we were not there; or the infantile soliloquy 
of the neurotic, who persists in speaking consciously to himself, as in the harmless 
reverie of the solitary walker who exercises at least his ability to talk, using his 
own language. 


The therapist must break this monologue early in treatment. Nevertheless 
many patients do not change, in spite of our efforts, before weeks and months 
have passed, 

We must search for ways of making the patient aware of “towards whom” 
and “towards what” his monologue points. 


The best therapy, in my opinion, is derived from the principle: “all dreams 
should be interpreted with reference to the transference”—i.e. the therapist must 
make a strong effort to find some allegorical representation of himself in each 
dream, and to give an immediate short interpretation. Every allegorical reference 
to a human female or male bodily image expressed in a dream by animal, vegetative 
or mineral objects, etc. should be interpreted with reference to the human body. 
‘These two pr inciples of inte rpretation aim at aw akening the patient to the ther rapist. 
to another human being, and at awakening the patient to love of his own flesh 
in tune with his natural surroundings. This sums up the “towards whom” and 
“towards what” of any psychotherapy. 


In their infantile soliloquy our patients are all ‘ ‘Spitz’ babies”. We, as thera- 
pists, have also experienced the more or less prolonged per riod of “Spitz’ babies 
soliloquy”. There is a real need, right at the beginning of any psychotherapy, to 


make the patient aware of being understood by the “imminent presence” of an- 
other human being, who does know “in the flesh” the common lot of humanity. 

Dr. Stern is so right in insisting upon the necessity of remaining close to the 
conflict of actuz ality in selecting w hat to interpret. A therapist who does not miss 
transference interpretations which deal with human body functions, is likely to 
feel that he is incre: asing his patient's actual perceptions to a point where he 
becomes able by himself to associate freely, without inhibition, in the security 
of a dev eloping personality, and will be able to make full use of archaic, uncon- 
scious memories, regardless of whether they had negative or positive effects in 
the past. 


4. RELATIONSHIPS WITH PATIENTS’ RELATIVES 
DURING BRIEF PSYCHOTHERAPY 


R. R. Lemurux, M.D. 
Montreal, P.Q. 


Authors vary in the definition of what is brief psychotherapy. Brief psycho- 
therapy might often be just a guilt-atoning euphemism, to describe the type of 
psychothera apy which one practices when one needs to cram interviews with 10 
patients into an 8-hour day’s work which also includes supervisory activities, 
administrative routine and teaching assignments. 

This is the type of situation which prevails at the Institut Albert Prévost, a 
private psychiatric hospital of 120 beds, where the turnover of patients is rather 
rapid and the therapist-patient ratio is still far from ideal. In such a setting, it 
must also be said that the phone rings frequently, that relatives may always com- 
plain to the Administration if not given sufficient reassurance, or if satisfactory 
results appear too slowly. 
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And yet, the psychotherapeutic situation cannot but be a slowly developing 
process, a corrective emotional experience where the therapist agrees to be the 
figure through which the relationship of the patient with his relatives will be 
mirrored, interpreted and understood. This situation is ideally a two-person 
relationship from which the relatives are absent. The therapist gains his first 
knowledge of the relatives from the distorted description g given by the patient. 
Being absent, they cannot be played against the therapist. The patient is thus 
depriv ed of a commonly used defense mechanism which helps him protect his 
neurosis. 

If this ideal situation does not exist in a hospital, it is because the therapist is 
pressed for time. Such pressure may urge him to learn more about the mis- 
adaptation of the patient from the relatives’ accounts than from the patient’s 
productions. He may also wish to enlist their co-operation in view of the future 
readaptation scheme. 

They are then brought into the picture more rapidly than would be ideally 
desirable. The triangular situation (relative/ther rapist patient) is thus established 
and we might as well face it and accept both its drawbacks and advantages. Let 
us first look at the protagonists of this situation as they present themselves at the 
beginning of hospitalization. 

Tue Patient: He is in the antephase of his illness. He cannot stay long. 
In fact, the av erage length of hospitalization i is 28 days. In some cases, the with- 
drawal from a stressing family situation may rapidly bring about an alleviation 
of symptoms. It is for the therapist to profit by this alleviation and put to maxi- 
mum use the short hospitalization period. He may wish to bring the patient back 
to his previous optimum level of functioning or motivate him for a long-term 
psychotherapy, either at the Out-Patient Clinic or at a psychiatrist’s office. 

Tue Retatives: They bring the patient to the hospital out of despair. They 
have failed to understand, to help or to cure him. They are laden with anxiety, 
guilt and hidden aggression. 

Tue Tuerapist: We have already seen that he is subject to a multiple set of 
pressures. 

Each member of the trio will be in a hurry. This situation has positive and 
negative sides. The advantages can be listed: 

1 — The patient is usually in acute distress due to recent precipitating causes. 
His colonegs $ are not altogether shattered and change can be easily obtained. 

— The relatives may be shocked and griev ed by the patient’s recent change 
of sos ior but their patience and good w ill are not yet exhausted and they w ill 
therefore co-operate in re- establishing an equilibrium. 

3 — Psychother rapy may be helped by recourse to drugs, insulin, E.C.T., by 
isolation of the patient from relatives, by occupational and recreational ther rapy, 
by a supervised ward an apt and by a possible temporary transfer, if need be, 
to a small, closed, well-staffed observation unit where restrictive measures can be 
applied. It is gratifyi ing for the ther rapist to work with acute illnesses in which 
improvement can so often be easily obtained. 

The disadvantages can also be listed: 

| — The patient is often panicky. He has been forced away from his milieu 
at short notice. When faced with hospitalization i in a psy chiatric institution, he 
feels immediately the horrible threat of social estrangement. He will try to deny 
that he is sick, will often hide or minimize his symptoms in a supreme effort to 
revert to his pre-hospitalization adjustment. He is in the position of one who 
has stretched the elasticity of his relatives’ patience a little too far, in the position 
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of one who wishes to correct the last movement which has compromised 
formerly precarious equilibrium. 

— On account of the relatives’ anxiety, they will exert increasing pressure 
that ‘ “something be done”. They may also unconsciously wish that the ther rapist 
break his neck over the case as they themselves did, in order to obtain relief from 
their guilt and sense of failure. 

“— The therapist is challenged to effect an improvement or a cure in a short 
time. This places him in an awkward situation since a “must” of this kind may 
interfere with his objectivity. In this atmosphere of urgency, counter-transfer- 
ence problems are apt to become more acute and numerous. 

he triangular situation is a difficult one in any kind of therapy. In a hurry 
to interact, each tries to help or to be helped, but often awkwardly, thus creating 
an increasingly complex situation. ‘To master it, the psy chiatrist may deal with 
the situation in one of two ways: 

| — He may “act out” (so to speak ) by immediate restrictive measures. He 
may try to slow down the inter-reaction: 

“ " a) by for bidding communication of patient with relatives during the first 
week of hospitalization; 

b) by postponing ¢ giving information to relatives until “he knows the 

petient better” 

— He may put himself in charge, and take account of three types of inter- 
relationships: the patient-ther rapist relationship, 

the patient-relative relationship, and 
the relative-therapist relationship. 
Each relationship will be discussed separately. 

A The relationship between patient and therapist has been discussed by Drs. 
— and Watterson; it will not be discussed here, except to say that: j 

— All dealings between ther rapist and relatives must be made known to the 
- by the therapist, otherwise he may be inclined to view the therapist as 
talking behind his back and siding with relatives. 

— No confidential information will be divulged to relatives who are all too 
anxious to use the therapist as a source of easy information. No relative can be 
trusted not to divulge such material. Also, at some later date, the relative, 
threatened by a change in his relationship to the patient, might try to shake the 
patient’s confidence in his therapist by divulging such communic: ations. We have 
always attempted to tell the patient ev ery thing communicated to us by relatives 
In so doing, one has to enlist the relatives’ consent in order not to antagonize them, 
as this would eventually be detrimental to the patient. 

Material treated very confidentially by relatives, which is concerned with 
their own personal life, may bear little direct relationship to the patient, and may 
easily be treated confidentially. 

B The relationship between patient and relative is temporarily broken 
through hospitalization. In their relationship they have come to a point where 
they could not tolerate each other any more. T he word alienation, which means 
estrangement translates this exactly. The alienation of the patient is a sore point 
in the family life. He was retreating from normal activities and normal dealings 
with others. He was finally ejected from his milieu. He feels rejected; the 
relatives feel rejecting. The rejected patient is hostile towards his relatives or 
counteracts such a feeling in the symptoms he presents: depressive, phobic, etc. 
The rejecting relative at first feels personally relieved and will express soothing 
comfort to the patient that it will not be long, that he will get better, etc. Yet in 
so doing, he does not alw ays conceal the hostility that shows through a reaction 
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formation, in remarks like: “It is for your own good, you needed a rest, the doctor 
knows so much more than we do”, etc. Guilt will soon come back into the 
picture and the relative will then be ready to settle for a compromise, the more 
so if the patient presents the sy mptomatic improv ement already mentioned con- 
sisting mostly of denial of sickness. In the first week, they both might be ready 
to settle for a pre- hospitalization status quo. In this patient- relative” relationship, 
the relative thinks in terms of what the patient was at his optimum level of function 
and in wishful terms of what their relation will be in the future. To him only 
the present rests in the hands of someone else—the psychiatrist. He ignores the 
fact that the psy chotherapist’ s job is more than restoring the patient to his prev ious 
level of functioning. He will not acknow ledge that a faulty relationship should 
be ch: inged between him and the patient. Where such a change, through psycho- 
therapy, comes about, the relative who is not treated will not light- heartedly accept 
the change in their neurotic balance and, in fact, will often become a hindrance 
to the treatment when he realizes that a change is occurring. 

The patient is coupled with the relative in a neurotic situation. Should this 
unsatisfactory adjustment be changed, it is to the benefit of the patient, but unless 
interpretation is made to the relative of what is important in the patient's change, 
the relative may be frustrated and may try to restore the old situation, if need ‘be 
by removing the patient from the ther: apist’ s influence. This is what makes the 
relationship “between the therapist and the relative in our hospital setting at the 
same time both difficult and necessary. Many failures are due to mismanagement 
of this situation. ; : 

C The relationship between relative and the therapist. The first interview 
with the relatives is difficult. It is usually short. The relatives contact us in less 
distinctive ways than does the patient. ‘The picture of failure, sorrow, despair, 
anxiety W hich they present is not readily identifiable as belonging to their neurotic 
patterns. From their view point, we, relatives and therapist, are both informants 
regarding an absent third person, the patient, but our dealings have an additional 
reason. Our relationship is obligatory but is not desired from a personal stand- 
point. ‘There is not even, at this time, a feeling of belonging to a helping pair, 
the psychiatrist being visualized as the only one whose help the patient needs, 
with him alone rests the care of the patient. In such an encounter, there is 
uneasiness and tension. 

The therapist is calm, intent in his listening, clear in his brief questions. He 
prods gently for more information. When he nods, he indicates that he under- 
stands more than he approves. Yet he is not suggestible, conciliatory, ple: asing 
to everyone, a puppet in relatives’ hands, 1 person on whom they cannot depend. 
What is best is neither approval nor disapproval since relatives will fluctuate in 
their own opinions a hundred times. He welcomes future inquiries but is slow in 
being definite and absolute. He agrees to help. 

They, the relatives, are defensive, and wish to appear at their best. They 
ire suspicious or even resentful of questions, easily peeved, and at times are even 
malevolent. They will ask for the psy chiatrist’s opinion but will be only too 
glad of vague answers which will return the initiative to them. They should be 
connia aged to talk. Of course, their descriptions of the patient's state will be 
biased, the solutions they will offer are inadequate, and will show their lack of 
understanding of the patient. One is tempted at such a moment to show them 
how wrong they are, to explain in better terms the patient’s illness, etc. Such 


ittempts W ill be doomed; thwarted from the beginning due to the emotions of the 
relatives. The only interest, besides obtaining | pertinent information and gaining 


possible ‘insight into the atmosphere in which the patient lived, is to establish a 
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good rapport between therapist and relatives. At the termination, they ought to 
feel they have been listened to and have been taken into consideration. They may 
feel depriv ed of the therapist’s approval of their management of and attitudes 
towards the patient but through this deprivation they will gain confidence that 
the therapist does not judge hastily and they may reflect that their attitudes are 
much more contradictory than his are. 

Such an attitude to relatives is not one that comes naturally. Before the 
relatives’ blunders and misconceptions, the first impulse is to show zeal in knowing 
better. With residents we realize that this is one of the hardest things to teach. 
Relatives literally push the therapist into siding with the one he is in charge of— 
namely, the patient. Not only residents but also well-trained psy chiatrists found 
it very trying to work with relatives, and the attitude of psychoanalysts and of 
Freud himself towards relatives was often one of despair. 

There is always great difficulty in ascertaining the degree of future co- oper- 
ativeness of relatives. Guilt makes them ready to do almost any thing. The 
stressful situation of an improving patient who wants to relate in a different w ay 
will provoke a constant change in the relative’s relationship with the ther rapist. 
Difficulty in ascertaining the degree of co- operation of the relative is due to the 
fact that one would ideally wish to know the degree of pliability and possibility 
of adapting to a changing patient, w hich in fact means that one would have to 
know the whole neurotic system of the relative and know in advance what stress 
he is capable of dealing w ith, and what change in the patient's attitude would be 
unbearable to him. 

This does not mean that we are treating the relative but we do need his 
co-operation. The change effected by brief psychotherapy is such that it can 
bring about introspectiveness, a realization of inadequacy of former ways of inter- 
relationship, but only time and actual living may bring about “the working 
through” that, in longer therapies, usually occurs during treatment. The question 
is always, will the patient be strong enough to resist reverting to old ways, especi- 
ally if the relative does not w illingly accept his new modes of re lationship? 

As the patient improves in thet rapy, it is necessary to interpret the changes 
constantly to significant relatives. If relatives’ guilt was too strong at the begin- 
ning of tre atment, they might retaliate by holding the patient responsible for “the 
anxiety which they have lived through. Nevertheless, their anxiety and guilt 
might have good results followi ing a relationship of dependence and security with 
a sincere, understanding and helpful psychiatrist. Having felt this security, during 
their worst moments, they might give credit to the therapist and become able, later 
on, to visualize through him a healthier relationship to the patient. 

The therapist has a responsibility for a giant task. A psy chiatrist, in his 
daydreaming, may often w - that his patient be “left alone” by his relatives. 
This will never happen, but we can realistically hope for restraint in their behaviour 
towards the patient if they are helped to understand what will most help him. 
Most of the time one cannot hope for treatment of both patient and relatives, but 
it is possible to keep in contact with relatives during treatment, to “give news” 
and also to ask the relatives’ opinion: How do you find him? Would you like to 
discuss further what he was like and what you find him like now. Through a 
well-established secure relationship at the beginning, it may be possible to correct 
previous attitudes, often without direct action but only by assenting to a relative’s 
remark which is correct, and by waiting for him to say something better when 
he appears wrong. Sucha relationship does present problems, but it should never 
be so frequent as to worry the patient. There should never be any doubt in the 
psychiatrist’s mind and attitude that his prime concern is for the patient. Both 
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patient and relative will each try to enlist the psychiatrist against the other. The 
patient will try to make the therapist an ally, and will try to induce him to penalize 
the relatives for their attitudes. In such circumstances, it is fairly easy for the 
therapist to remind the patient that he tries to help him to solve conflicts with 
others and not to change the environment. The therapist’s attitude should make 
such an assertion valid. 

When the relatives try to enlist the therapist on their side, they “simply” ask 
for the patient to change! It is difficult to manage such a bid for approv al, since 
the psychiatrist avoids offering therapy and so may elicit jealousy and resentment 
when he asks from the relatives more—namely, change i in their attitudes—than he is 
ready to give them in the form of advice or treatment. Often the situation 
becomes impossible, and if some considerable change must occur in the relative’s 
attitudes, before the patient can return home, the therapist may enlist the help of 
the social worker. 

Asa preliminary sounding for a future research project, all relatives, accom- 
panying patients to the Institut Albert Prévost, last September, were interviewed 
by a social worker for a brief intake interview. This attempt brought out several 
prov isional conclusions: first, that the social worker established such a relationship, 
in a brief period of time, that, for weeks after, she was the one called by the 
relatives either to give information about the patient or to discuss the evolving 
situation. The psy -chiatrist was relieved of many inquiries and discussions. Future 
arrangements were made more easily, more objectiv ely and faster by the social 
worker. Secondly, it was evident that the social service department ‘would have 
been rapidly overwhelmed if the project had been continued. 

In a teaching experiment (a report w ill soon be published), medical students 
acted as ther rapists under supervision while the social service of the charitable 
organization, within the ambit of which the experiment took place, cared for the 
milieu problems in a poverty-stricken neighborhood. The medical students were 
discouraged from having anything to do with anyone else but their patient. At 
the same time, very serious and effective work was done with the milieu. 

An ideal solution of the relation of therapist and relatives has not and perhaps 
never will be found. With a 2-month hospitalization followed by out- patient 
treatment, the therapist will be the only person seeing relatives most of the time. 
In circumstances where a deeper influence is sought in the milieu, dual treatment 
of both relative and patient or interpretative assistance by a social worker will 
ideally be needed. The latter would be infinitely easier if the milieu realized its 
need, and asked for assistance. Ina “bourgeois” milieu, this will be difficult until 
the relatives realize what understanding of the patient can bring them in return. 


Discussion 


by D. J. McCuttocn, M.D. 


Toronto, Ontario 


Dr. Lemieux has given us a clear description of some of the problems facing 
a busy practitioner of psychiatry located in a short stay private hospital. Refer- 
ring more particularly to the relationship between practitioner and patient and 
practitioner and patients’ relatives, he has detailed what he sees as the problems 
and has made some proposals for their partial solution. In doing so he has oper- 
ated from a base of the traditional assumptions of Psychiatry. For Dr. Lemieux, 
the basic human unit is the individual. The individual who is labelled the patient 
has an intrapersonal problem consequent mainly on adverse early experience. 
Che individual who is labelled psychiatrist aims to help the patient unravel the 
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disturbed “intraperson” and return a well person to the environment. The rela- 
tives are peripheral to this process, important mainly to give information regarding 
the patient and to provide a supporting environment to which the patient may 
return. Dr. Lemieux realizes that one can fail to take account of the relatives 
only at one’s peril, but he sees no solution to the problems presented by the three- 
cornered relationship. For me, a great part of the problem lies in the conceptual 
limitation imposed by acceptance of intrapersonal theory. 


Today more and more workers are raising questions about these and other 
traditional assumptions in Psychiatry. I refer here particularly to theories being 
evolved in social psychiatry and by certain group therapists. “These concepts help 
to make relationships w ith relatives clearer and suggest somewhat radical solutions. 
I should like briefly to state the situation in social system terms. In this view, 
both patient and psychiatrist are seen as members of two formerly mainly inde- 
pendent social systems. Both systems comprise all those persons significantly 
related to patient and psy chiatrist. Immediately prior to the union of the two 
systems, the point where help is sought and help is offered, each system has become 
unstable. For the sake of brevity, let us say of the psy chiatrist that a bed has 
become vacant in the hospital and there is a wish on his part to accept another 
patient. In the other unstable system, agreement has more or less been reached 
as to which member is to be designated ‘ ‘patient.’ When the systems are united 
both patient and psy chiatrist think of this as temporary, 1.¢. they both wish ee 
relationship to come to an end. A psychiatrist who thinks in intrapersonal a 
opposed to interpersonal terms tends to develop mainly an intimate two-person 
relationship and to treat the relatives at least distantly if not with hostility. The 
consequent development of what, for some psychiatrists, is called a transference 
neurosis and for others, over-dependence is not surprising and really represents 
the patient’s desire to move permanently into the social system of the psychiatrist. 
These considerations now lead many to attempt to treat the family as a small group 
in combined sessions, regarding the disturbance as being an unstable system and 
refusing to accept one member as a patient. For these ‘workers the fundamental 
human unit is the group and they do not believe that problems arising in the 
human group can be adequately ‘resolved by exclusive attention to one of its 
members. 
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TREATMENT OF PSYCHOTIC PATIENTS WITH 
TRIFLUOPERAZINE AND 
TRIFLUOPERAZINE-CHLORPROMAZINE COMBINATION 


J. Smiru-r-Incas, M.D., R. L. Frazier, M.D., R. M. Patrerson, M.D., 
B. E. Wueattey, M.S.S.W.! 


The efficacy of trifluoperazine (Stelazine) in the treatment of psy chotic 
disorders has already been reported by several investigators (1-3). Our interest 
was to determine whether the drug w ‘ould be effective in patients who had been 
refractory to other tranquilizers and ECT. We were also interested in deter- 
mining whether the combined use of trifluoperazine and chlorpromazine w ould 
produce therapeutic effects that were in any way different from those obtained 
with trifluoperazine alone. 

Two concurrent evaluations were undertaken in severely disturbed female 
psychotic patients. 53 patients (Group A) were treated with trifluoperazine; 23 
patients (Group B) were treated with variously proportioned combinations of 
trifluoperazine and chlorpromazine. 

Patients 

Both groups of patients were drawn from the same hospital milieu, and had, 
insofar as it 1s possible to “match” patients, comparable medical histories. 
Average length of hospitalization was 13.4 years. 

All the patients were severely disturbed, and had been management problems 
because of their assaultive, destructive unco- oper ative behavior; and required 
periodic restraints and other specialized supervision. All had previously been 
treated with chlorpromaine, prochlorperaine, hydroxyine, reserpine, and ECT 
for varying periods of time, to which they had responded favorably, at best, 
for periods of several days, or in some cases, several weeks at a time. Delusions, 
hallucinations, disturbances of motor activity, inappropriate affect sleeping and 
feeding problems persisted in spite of the therapies used, and were generally ac- 
companied by hostile, depressed or anxious moods, and an almost total absence 
of sociability. 

Throughout the evaluation the patients were encouraged to participate in 
occupational, recreational, and industrial therapy. Their willingness to par- 
ticipate, as well as the degree to which they participated, were considered 
important indices of the effects of ther rapy since none of these patients had been 
persuaded, prior to these evaluations, to participate constructively in the above 
mentioned therapies. 

To determine whether any changes in the blood or liver were occur- 
ring, periodic blood, urine, and liver studies were performed in randomly selected 
patients in both groups. 

Group A 

In this group of 53 patients, the initial starting dosage of trifluoperazine was 
5 mg., b.i. d., which was increased until maximum ther: apeutic effects was achieved. 
Occasionally, dosage ran as high as 25 mg., b.i.d., but most patients responded 
well with 10 or 15 mg., bia. 3 patients in the manic phase of manic-depressive 
psychosis were given an initial intramuscular dose of 10 mg. of trifluoperaine, it 
was not necessary to give these patients more than 2 intramuscular doses 4+ hours 
ae napa placing them on oral medication. 

5 patients had an excellent response to the drug, while 16 had a marked 
meeeiie and 2 were unimproved (1 of these was, for fet enone fo reasons, 


1Orient State Institute, Orient, Ohio. 
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transferred to another hospital on the 6th day of the evaluation). Improvement 
generally followed a recognizable pattern. Excitability fell off, followed by an 
improvement in sleeping habits, reduction of hallucinatory and delusional material, 
and a normalization of motor activity. Improved appetite and eating habits, 
greater appropriateness of affect, improvements in mood, sociability, and 
manageability followed. Obviously, these changes occurred to different degrees 
in individual patients and, as we have seen, in 2 not at all. 


imgeov ement—other than reduction of hyperactivity, which usually occurred 
on the 2nd day—gene rally became noticeable by the 4th day of therapy. A 
reduction in the ‘ ‘tempo’ of the 3 manic depressive patients (in manic phase) 
began within several hours after the Ist intramuscular dose was administered; 
improvement was maintained uninterruptedly after intramuscular was replaced by 
oral administration. 

7 patients obtained their maximal improvement in 3-5 months, after which 
the drug was gradually withdrawn, there were no deleterious effects following 
withdrawal. 24 patients have remained on the drug for 14 months; all except 1 
have obtained consistently marked improvement, although removal of the drug 
usually resulted in symptomatic evidence of relapse within a week or 10 days. 

17 patients developed extrapyramidal side reactions, none serious enough to 
require discontinuance of medication. Most of these reactions involved the 
facial area, and included drooling, torticollis, tics, oculogyric crisis swallowing 
difficulty, and trismus. Sever al patients complained of localized numbness, 
tingling, muscular spasms, and restlessness. These reactions usually appeared 
between the Ist and 2nd week of therapy, and subsided within a few hours after 
the 2nd or 3rd dose Artane, Pagitane, or Cogentin. 


Group B 


Trifluoperazine and chlorpromazine were administered simultaneously, 
initially in a ratio of 1:10 (10 mg. of trifluoperazine and 100 mg. of chlor- 
promazine, b.i.d.), which was later ‘modified according to patient response. The 
dosage of each drug was altered, when necessary, independently. At times, to 
secure a more sedative effect, the dosage of chlorpromazine was raised; when 
drowsiness became a problem, as it did in 6 patients, the dosage of chlorpromazine 
was lowered. The dosage of trifluoperazine was adjusted, when necessary, to 
enhance symptomatic improvement. ; 

The basis for evaluation of response to therapy was the same as that used for 
patients in Group A. 17 patients obtained an excellent response, and 5 obtained 
a marked response; | patient remained unimproved. The pattern of symptom- 
reduction was similar to that seen in Group A. There was, however, a more 
noticeable weight gain in Group B patients who had been poor eaters .... The 
most surprising aspect of this group’s response to therapy was the complete 
absence at any time of extrapyramidal reactions. Blood, urine, and liver studies 
in both groups rev ealed no abnormalities. 
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Résumé 

Soixante-seize patientes perturbées, atteintes de psy chose et qui posaient bien 
des problemes a cause de leur comportement agressif et destructif au point qu'il 
avait fallu leur imposer des contraintes et autre surveillance spécialisee, ont été 
réparties en deux groupes de traitement. 

On a administré de la Trifluopérazine a cinquante-trois de ces malades 
(groupe A), a raison de 5 mg b.i.d., et les doses ont été augmentées en conséquence 
et selon chaque cas jusqu’a ce qu’on ait obtenu le maximum d’effets thérapeutiques. 

Vingt-trois malades (groupe B) ont regu une combinaison de Trifluopérazine 
et de Chloropromazine dans les proportions de 1 a 10 (10 mg de Trifluopérazine 
et 100 mg de Chloropromazine) b.i.d., et les doses ont été modifiées selon les 
réactions des patientes. 

Les illusions, les hallucinations, les perturbations de l’affect et de l’activité 
motrice, les difficultés de sommeil et d’alimentation, l’anxiété et l’insociabilité qui 
avaient persisté au cours des traitements antérieurs ont maintenant disparu. 
L’amélioration a pu ¢tre constatée a partir du deuxi¢me jour dans certains cas. 
Dans le groupe A, un tiers des malades ont manifesté des effets secondaires 
extra-pyramidaux, effets qui ont facilement pu étre corrigés au moyen de la 
Cogentine, de |’Artane ou de la Pagitane. Le groupe B n’a pas présenté d’effets 
secondaires. Dans les deux groupes, les analyses de sang et d’urine ainsi que 
examen du foie n’ont révélé rien d’anormal. 
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REPORT OF THE COMMITTEE ON ECONOMICS—C.P.A. 


The following report was presented to and adopted by the Board of Directors of the 
Canadian Psychiatric Association at a meeting in March 1960 in Toronto. They direct that 
it be published for the information of all members. 


The committee recognized that economic aspects of psychiatric care are an 
enormous and complicated question and that a decision was made as to the most 
useful way to approach the task set for the committee which primarily concerned 
personnel. (Set aside for later consideration are questions of capital costs of 
physical facilities, methods of funding and administration of operating costs). 
Moreover it was decided that the initial consideration should be in terms of how 
to pay personnel and not primarily in terms of actual amounts of money. 


1) It was recognized that one of the burning issues of the present time concerns 
payment of personnel. This divides itself into a number of different issues. 
First is the general scale of salaries within various provincial mental health 
services; second, is the methods of payment, as for example, salaries vs. sessional 
indemnity, or fee for service; and third, connected with the second is the relation- 
ship between private practice conducted in the general division of medical 
practice and the problem faced by psy chiatry that a very large number of its 
professionals are employed on a full-time salary basis. 


It was pointed out that the salaries available to full-time professionals in the 
mental health services were extraordinarily low, when compared to the salaries 
of various other professionals and to the income available to the psy chiatrists in 
private practice. 


Second, it was recognized that whether the payment is on a full-time salary basis, 
or on the basis of sessional indemnity, there will have to be some sliding scale 
related to qualifications, years of experience, responsibility, estimates of com- 
petence, and other factors. 


It was agreed that it should be recommended that generally speaking, except for 
the most senior clinical and administrative positions, psychiatric employment 
should be on the basis of sessions, each week, consisting of eleven sessions, each 
session being the equivalent of three and a half hours, or one-half day. It was felt 
that this recommendation would do a good deal to break down some of the 
artificial barriers that presently exist between psychiatrists functioning under 
different arrangements in the community and the hospitals. Furthermore, such 
an arrangement would allow the psychiatrist to diversify his activities, taking part 
in research, teaching, and public clinical services, besides private practice and 
community consultation. It was expected that each psychiatrist would even- 
tually work out his own pattern of diversified activity, with a primary emphasis 
in one area, supported by one, two or three other interests. (It was recognized 
that diversified types of practice may never yield as much income as full-time 
private practice. ) 

At the same time, it was felt that this diversified pattern of practice would get 
away from the tendency for salaried jobs to be a nine-to-five arrangement, and 
for individuals in salaried positions to participate relativ ely little in community 
activities and community committees. 


Particularly, it was felt that a system should not develop whereby there is an 
overall public mental health service employi ing staff directly and seconding them 
for various purposes to various types of clinical service and consultation. 
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It was felt that the system of diversification and sessional employ ment would, if 
properly managed, continue to diversify practice and provide some degree of 
independence, even under a nationalized form of health service. 


The dangers of diversification in practice have been noted. The most obvious is 
the tendency of some physicians to undertake commitments involving more than 
the available number of sessions per week. At the same time, even staying within 
the available number of sessions, there may be a tendency to undertake work in 
too many different settings. However, a comment was recognized that each 
psy chiatrist would probably work out a pattern of practice that suited him best. 
From the point of view of institutions employing psychiatrists in such a pattern 
of practice, there could be some difficulty and unsatisfactory service if it is not 
made clear to the psychiatrists being employ ed that they must give a minimum 
time for any particular institution to be open to them for sessional employ ment. 
Furthermore, it was clearly understood that the various service facilities would 
require some psychiatrists giving a considerable portion of their time, if not full 
time, to that facility if it is “to operate effectively. 

There was a good deal of discussion of the control of, and sources of, money at 
the level of the local authority. 


It was pointed out that the sources of money to employ personnel at the local 
level would come from Federal, Provincial and local sources. Monies provided 
for salaries should be administered directly by the institutions or facilities to 
whom the services are provided. 


2. Basis of Payment of Sessional Fees and Salaries 


The problem was raised as to how whatever criteria were developed could be 
applied. It was agreed that there should be a Committee on Professional Stand- 
ards for each profession which would furnish an Appeal Board in the event that 
an individual felt there was some question about his grading in respect to salaries 
or sessional payment. 


In order for the committee to function, it would be necessary to have some kind 
of grading system which would provide for a basic salary and for additions to 
that salary on the basis of a number of variables such as experience, responsibility, 
competence, etc. 


After a considerable amount of discussion, it was agreed that this question of 
grades was sufficiently important to justify an attempt to set up some basis for 
grading individuals. 

The following schema was developed as a tentative basis for developing a rating 
scale. 


“P.R.Y.C.E.S.” 
A Profile for Grading 


Graded 
P. Years of Professional Experience 0 to 5 
R. Responsibility in job for l to § 


professional functions (patient care) 
Personnel (psychiatric) 

Personnel (other) 

Administration 
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Y. Years of service in particular job 0 to § 
C. Competence 1 to § 


to be determined on the job, and to provide basis for increments 
other than provided by years of service on particular job 


E. Educational and other basic Qualifications 1 to § 


S. Particular Skills of relevance to job 0 to § 


Some comment might be made on this schema, as follows. 


The grading system should yield a final grading number which will be matched 
against a set of grading numbers provided in the profile for the particular _ 
Each job would start with a basic level of pay, and depending upon the in- 
dividual’s overall score, his pay would be set at this minimum or at some point 
above it. His score on the profile would be reviewed annually as long as 
was in that job. It he moved to another job, he would then be re- -assessed i 
relation to the profile for the new job, and his salary or sessional iailenaiy 
established on this basis again. 


It was pointed out that various executive functions cannot be rated (e.g. 
imagination, etc.) and that for senior executive positions this grading scale would 
probably not be adequate. As a matter of fact, this is well recognized, and pay 
for a senior executive position is based upon the establishment of an overall 
annual salary for the position. Grades are not be established; the salaries are 
subject to the usual annual increment. 


With regard to the various items in the profile: 


P. This stands for the years of professional experience. Some professionals 
might be employed immediately upon certification in their specialty, in which 
case they would be, for salary purposes, described as having had no professional 
experience. On the basis of the grading, the individual would be scored 1 point 
for each year in professional service, with maximum credit being given for 5 
years. If this was felt to be inadequate, the scale could be broken down so that 
either a quarter or half a point could be given for each year’s service, in which 
case the grade could be extended over a period of up to 20 years. 


R. This is concerned with the amount of responsibility borne by the professional 
in his job. It is concerned with responsibility for patient care, for direction of 
various categories of personnel and for general administration. The grading 
seems fairly straightforward, and this too could be broken down into half- or 
quarter-points, if desired. 


Y. This refers to years of service in the particular job for which the person is 
being paid. The points are graded on the basis of one point for each year in 
the job, with maximum credit being given for five years. It was suggested that 
no more credit should be given than this, although this would mean that if the 
individual stayed in the same job the basis of annual increment would stop after 
five years, w hich might be a disadvantage, unless a system of annual increments 
were provided completely apart from this profile for grading. 


C. This refers to the rather complex variable of competence. It was felt that 
this is a compound variable made up of assessments of initiative, competence 
required by the job, ability to work with others, productivity, and speed and 
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accuracy should be related to the annual increment, and should start above zero 
so that provision could be made for reduction below a starting grade, with the 
idea, for example, that if the individual’s grade in this area went down to zero 
and stayed there for one year, the individual should be removed from the job. 


E. This item, to provide grading on the basis of educational and other basic 
professional qualifications, is fairly straightforward. It refers to possession of 
licencing, training, qualification as a specialist either by diploma or certification, 
and so on. 


S. It was felt that this item should be separated from education and other basic 
qualifications and should refer to particular skills the individual has gained and 
which might be of relevance to the job. These skills might be gained either by 
application and experience, or by special courses. For “example, an individual 
might become particularly competent in certain forms of psychotherapy (e.g. 
group psychotherapy), in certain types of somatic treatment, and so on. It 
might refer also to particular diagnostic skills in laboratory methods or psycho- 
logical testing. 


3. Methods of Payment 

As noted previously, there are three possible methods of payment— 
a) Sessional indemnity 

b) Full-time salary 

c) Fee for service 


Sessional Indemnity 

As already noted, a session may be defined as one-half day or three and a half 
hours. Sessional indemnities would be paid by various institutions, service 
facilities, or agencies employing psychiatrists on a part-time basis and for so 
many sessions per week, or per month. 

The sessional indemnity should be based upon the full-time salary — or slightly 
more — for that position. It should provide for a sliding scale based upon the 
variables set out in the grading profile. Furthermore, the sessional indemnity 
should, if possible, provide for regular increments. 


Full-time Salaries 

It was recognised that the full-time salaries are very low right across the board 
and place the Canadian services in a disadvantageous position in relationship to 
services below the border, and to full-time private practice. 

It was felt that the recommendation concerning diversification of practice might 
have some good effect upon this, but the payments of sessional indemnities ‘by 
institutions and service facilities would have to be based upon some general raising 
of the basic full-time salaries for those positions. 

Moreover there should be a fair spread of salaries through various grades of 
competence, responsibility and experience from the most recently qualified 
psychiatrist to the outstanding and accomplished senior. 


Fee for Service 

It was agreed that for private practice, and also for certain types of institutional 
service, including service to Courts, etc. (Courts and agencies, etc.) there would 
be a need for a fee system. 

It has been more difficult to establish a fee system for psychiatric services. 
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The Committee on Economics proposed a schedule of its own based on most of 
the services rendered by psychiatrists. 
Routine home call 
Psychotherapy— 1 hour 

Y, hour 

YY, hour 
Group Psychotherapy sessions 
(6 patients—1'4 hours) 
Electroconvulsive therapy 
Nitrous oxide, carbon dioxide Injections 
Advice by ’phone 
Case consultation with report including certification 
Review report 
Court appearance 
Medico-legal consultation 
Weekly in-patient supervision First week 

Subsequent weeks, each 
Diagnostic Procedures 
Lumbar puncture 
Amytal interview 
On the basis of this schedule it is possible to assign relative “units” of service 
and at provincial medical association levels to establish a fee per unit. It was 
felt that with a range of sessional indemnities such a fee schedule would provide 
a satisfactory range of salaries in the average psychiatrist's pattern of practice. 
Respectfully submitted 
J. Tynurst, 
Chairman. 





Congress on Psychopathological Art 

Sicily — October 7-10, 1960 
The International Society of the Psychopathology of Expression is 
organizing its Second International C ongress on Psychopathological Art 
which will take place from October 7 -10, 1960 in Catania, Sicily. Manu- 
scripts for presentation at this Congress must be submitted before July 
15 to Dr. Gattuso, University of Catania, Sicily. Papers will be edited 
in the four official languages of the Congress, French, Italian, E ‘nglish and 
German. Paintings and drawi ings for the exposition of Psy chological Art 
associated with the meeting must be sent before August 31, 1960, to the 
same address. Those who intend to participate may register by writing 
to Prof. C. Pero, University of Catania, Sicily. The President of the 
Society is: Professor agr. R. Volmat, Société Internationale de Psycho- 
pathologie de Expression, Centre Psychiatrique Sainte-Anne, 1 Rue 
Cabanis, Paris 14, France. 
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INTERNATIONAL SYMPOSIUM 


“The Extrapyramidal System and Neuroleptics” 
Nov. 17-19, 1960 


The Department of Psychiatry of the University of Montreal i 
organizing an international symposium on “The Extrapy ramidal System 
and Neuroleptics” to be held at the Univ ersity of Montreal on November 
17, 18 and 19, 1960. This sy mposium will permit an exchange of ideas 
among those researchers interested in this subject from the point of view 
of anatomy, physiology, neurosurgery and psy chiatry. Admission to 
the symposium will be unrestricted but participation w ill be by invitation 
only. We will have the cooperation of our ten Canadian provinces, the 
United States and several European countries. There are two official 
languages, English and French, with simultaneous translation. 

For information, address to: 


Doctor Jean-Marc Bordeleau 
Department of Psychiatry 
University of Montreal 
Montreal — Canada 








SYMPOSIUM INTERNATIONAL 


“Le Systeme Extra-pyramidal et les neuroleptiques”’ 
Nov. 17-19, 1960 


Le Department de Psychiatrie de |'Université de Montréal organise un 
symposium international sur “Le systéme extra-pyramidal et les neuro- 
leptiques” qui sera tenu a l'Université de Montréal, les 17, 18 et 19 
novembre 1960. Ce sy mposium a pour but de réunir les chercheurs 
intéressés a ce sujet aux points de vue anatomique, physiologique, neuro- 
chirurgical et psychiatrique. L’admission au symposium n’est pas limitée 
mais la participation, uniquement sur invitation. Une contribution des 
dix provinces du Canada, des Etats-Unis et de plusieurs pays d’Europe est 
assurée. Les langues officielles seront le frangais et l'anglais, avec traduc- 
tion simultanée. 


Pour renseignements, écrire a: 


Docteur Jean-Marc Bordeleau 
Secrétaire du Symposium 
Département de Psychiatrie 
Université de Montréal 
Montréal — Canada 
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Correspondence 


To the Editor 
Dear Sir: 

Many of the medical practitioners specializing in Mental Retardation have 
felt for some time that there are good grounds and also a strong need for Mental 
Retardation to gain the recognition asa “Specialty” on the par w ith other medical 
specialities. 

For practical purposes, medical practitioners working with Mentally 
Retarded have been for many years recognized and consulted as specialists 
although there is no definite formal or official recognition. 

M: any of us started in Mental Retardation by branching out from Psychiatry 
but we are more and more conscious of the independence and the wide scope of 
our field which, although related to Psychiatry and using many of the psychiatric 
techniques, spreads bey yond the accepted confines of Clinical Psy chiatry. 

One may wonder, is it wise to create yet another speci iality? > I myself feel 
that too early or too restrictive specialization produces scientific and technical 
morons, ill equipped to understand, to treat, and to help other human beings. 
There is, however, no danger of this overlimitation in our speciality which has 
to include something of psychiatry, pediatrics, psychology, neurology, genetics, 
sociology, education, etc. — The difficulty will rather be to decide what should be 
excluded. 

The next obvious question is, are we sufficiently numerous (I refer to those 
with medical qualifications) to form an organized group? tthe the response 
to this letter will give some indication. It is obvious that our field is expanding 
and workers increasing. It may actually be easier to start while the group is 
small and gradually to develop ‘and to influence the maturing young speciality. 

To be able to guide, to influence, and to develop, it is necessary to create 
certain standards which must be expected from those claiming the recognition as 
“Specialists in Mental Retardation”. This I see as a sine qua non of all the 
established Medical Specialities, usually in a form of “Certification” or an 
equivalent “Diploma”, based on the training, experience, and examination. 

So far nothing of this kind exists for specialists in Mental Retardation 
whether here, in the United States, or Europe — there is no reason why Canada 
should not give the lead! 

Some of us, searching for a “substitute Diploma” went to our nearest pro- 
fessional relations and obtained a Certification in Psychiatry or, in Great Britain, 
a Diploma in Psychological Medicine. Indeed, the recent practice in Great 
Britain is that D.P.M. is required for senior positions in Mental Deficiency. 

From personal experience, | may say that this Psychiatric Diploma refers 
only marginally to Mental Deficiency. Another anachronism is that on obtain- 
ing a “Consultant” position in an Institution for Mentally Defectives in Great 
Britain, one becames a “Consultant Psychiatrist”, same as in a mental hospital. 
The experience required for the Diploma, the formal training, and the title 
obtained, all predispose towards a one sided viewpoint and do not encourage the 
integrated, interdisciplinary approach necessary in Mental Retardation. 

‘I believe the time is ripe for establishing the ‘ ‘Specialists in Mental Retarda- 
tion” on a formal basis and pressing for official professional recognition. 

As most of us belong to the Canadian Psychiatric Association, it would be 
easiest to start by forming a group within the C.P.A. 
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The final aim would be the preparation of Regulations and Requirements 
for “Certification in the Specialty of Mental Retardation” and recognition of it 
by the Royal College of Physicians and Surgeons of Canada. 

How shall we make a start? I suggest ‘the formation of a Committee of the 
interested doctors with long experience in Mental Retardation. 

I hope I shall find many who feel the same way as I do and that time will 
not be “the voice calling in the wilderness” P 

W. A. Zaceski, M.D., Ch.B., D.P.M., 
Clinical Director, 
Saskatchewan Training School, 
Moose Jaw, Saskatchewan. 
EDITOR’S NOTE 
It is drawn to the attention of readers that there is an open standing committee of the Canadian 


Psychiatric Association on Mental Retardation under the Chairmanship of Dr. Harold Franks 
of the Ontario Hospital School, Smiths Falls, Ontario. 


Gook- Keuiews 


Henri Baruk: TRAITE DE PSYCHIATRIE. Paris, Masson, 1959. (1569 pages 
en deux volumes). 

La vitalité de la psychiatrie frangaise contemporaine se révéle a distance par 
le nombre et la qualité de ses publications. A coté du monumental Traité de 
Psychiatrie de "Encyclopédie Médico-Chirurgicale, deux auteurs ont entrepris 
de donner, chacun, une “Somme” de la psy chiatrie moderne: Henri Ey (dont les 


Etudes Psychiatriques sont en cours de publication) et Henri Baruk dont le grand 
ouvrage vient de paraitre. 


Il faut admirer le courage et l’audace de ceux qui entreprennent un travail 
d’Hercule de ce genre. Mais tandis qu’une encyclopédie, ot chaque collabora- 
teur se charge du chapitre qu'il connait le mieux, peut espérer faire justice a 
tous les aspects, a toutes les tendances de la psychiatrie, un traité écrit par un 
seul auteur ne peut guére éviter de fournir une image de la psychiatrie vue a 
travers la personnalite et les intéréts particuliers de cet auteur. 

Le présent Traité de Psychiatrie refléte ainsi les diverses influences subies 
par Baruk et les mouvements auxquels il avait participé avant de devenir lui-méme 
un chef d’Ecole respecté et admiré. 

Baruk et tout d’abord un représentant typique de la grande Ecole des alié- 
nistes francais dont Pinel fut a la fois le fondateur et. le héros, Ecole illustrée par 
les noms d’Esquirol Falret, Morel, Magnan et tant d’autres. Le Dr. Jacques 
Baruk, pere de notre auteur, était lui-méme un aliéniste distingué, directeur d’un 
grand hopital psychiatrique; c’est ainsi qu’Henri Baruk fut élevé dés son jeune 
ige dans les principes de la grande Ecole frangaise: rigueur de l’observation 
clinique, clarté des conceptions théoriques, intérét humanitaire pour le malade. 
Sa grande experience clinique se révéle 4 chaque page du Traite: il n'y a guere 
de syndrome qu'il ne soit en mesure @illustrer par des observations personnelles, 
souvent d’un grand intérét. 


Baruk est, en second lieu, un représentant d’une tendance plus speciale, la 
psychiatrie biologique, illustrée jadis en France par Bénédict-Augustin Morel, 
lequel voulait faire de la psychiatrie une branche de la biologie. Baruk étudia 
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d’abord la neurologie a la Salpétriére ow il écrivit une thése fort remarquée sur 
les troubles mentaux dus aux tumeurs cérébrales. II se livra ensuite a de longues 
recherches sur les syndromes d’allure catatonique produits chez l’animal par la 
bulbocapnine, puis a des études expérimentales sur diverses ou hormones, sur les 
troubles de la circulation cérébrale, etc. 

Plus tard, Baruk se fit le héraut d’une troisiéme tendance a laquelle il a 
donné le nom (souvent mal compris) de psychiatrie morale. Il ne s’agit pas 
simplement de cette fusion de la philanthropie avec la science, pratiquée tradi- 
tionnellement depuis Pinel par |’Ecole des aliénistes frangais. I] s’agit surtout 
d'une découverte empirique faite par Baruk lorsqu’il eut a prendre la direction 
d’un service d’hopital psychiatrique ot de nombreux abus s’étaient introduits: a 
mesure que les abus disparaissaient, état mental des malades s’améliorait. Baruk 
en déduisit “qu'une partie importante de l’exaspération des malades tenait a une 
multitude d’iniquités cachées que |’on néglige, en général, dans le gouvernement 
d’un service: inégalités, privileges cachés accordés en vue d’intéréts inavouables, 
moqueries, brimades, réflexions maladroites, sanctions injustes et mesures appli- 
quées sans enquctes impartiales, abandon de visites, voire méme sérvices”. Un 
psychiatre a tendances psychanalytiques aurait peut-étre déclaré que ces malades, 
en raison de la faiblesse de leur moi, souffraient d’un “‘abaissement de leur seuil 
de tolérance a la frustration”. Baruk, par contre, conclut qu’ils étaient blessés 
dans leur besoin de justice et leur sens moral. L’amélioration de la moralité 
professionnelle du psychiatre et de ses aides, le rétablissement d’un ordre fondé 
sur la justice dans un service ot l’injustice avait régnée se révélaient ainsi comme 
doués d'une excacité thérapeutique. On voit ainsi comment Baruk fut amené a 
parler de “psychiatrie morale”. Plus tard, de 1940 a 1945, Baruk fut victime de 
la persécution naie et n’eut que trop l'occasion d’observer des délires paranoia- 
ques a themes antisémites. I! développa ses conceptions sur le “principe moral” 
et ses implications psy chopathologiques, naturellement dans un sens trés différent 
de la notion de “culpabilité” au sens psy chanalytique. 

Tels sont, nous semble-t-il, les trois tendances qui dominent la vision baru- 
kienne de la psychiatrie. Le lecteur trouvera, dans ce livre, beaucoup a s’instruire 
et beaucoup a réfléchir. Il pourra également constater qu'il s’agit la d’une 
psychiatrie assez différente de la psychiatrie classique européenne et encore plus 
de celle qui a cours en Amérique du Nord. En raison de son orientation physio- 
pathologique, Baruk tient le plus grand compte (avec juste raison) des facteurs 
biologiques dans les maladies mentales; ; dautre part il accorde, nous |’avons vu, 
une ¢norme importance au “principe moral”. Mais les facteurs proprement 

“dynamiques” au sens psy chanaly tique, ne sont gucre pris en considération, et 
l'on peut regretter de voir la psychiatrie existentielle interprétée de fagon uni- 
latérale. Suivant ses tendances personnelles, le lecteur pourra trouver insufh- 
sante ou exagérée l’extension attribuée a tel ou tel chapitre. La catatonie, objet 
de prédilection des recherches de Baruk, est largement représentée dans le livre, 
mais la débilité mentale ne recoit que 5 pages. Bien des psychiatres hésiteront 
a accepter les idées de Baruk sur les therapeutiques phy siologiques, tout en ap- 
provant la condamnation qu ‘il profere contre les abus de ces méthodes. 

Ces réserves une fois faites, le lecteur qui acceptera de suivre Baruk dans sa 

vaste revue d’ensemble du domaine de la psychiatrie, y trouvera une mine pré- 
cieuse de renseignements de tout ordre, une abondante collection de cas cliniques 
intéressants ou remarquables, et y ressentira le plaisir que l'on peut éprouver a 

s’entretenir avec un maitre savant, prudent et bienveillant. 
H. Evctensercer, M.D., Montréal. 
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A HERMIT DISCLOSED — Raleigh Trevelyan, Longmans Green & Co. Ltd., 
London WI. Price 30/— 


Now that we are once again thinking of schizophrenia, not as a hopeless and 
inevitable deterioration, but as a protean illness, often of very long duration, 
susceptible to social help of many sorts, accounts of schizophrenic people who 
have lived all or much of their lives in the community are both useful and 
interesting. For some slightly bizarre reasons these are sometimes called ambulant 
schizophrenics, a strangely inept term since inability to walk is seldom a feature 
of even the severest illnesses of this sort. Dr. Carstairs at the Maudsley Hospital 
in London, has shown in his valuable study that long stay patients from mental 
hospitals often do very well placed in lodgings on their own. Indeed, his evi- 
dence suggests that this sort of solitary life is highly correlated with remaining 
outside the hospital. Mr. Raleigh Trevelyan, whose war diary of the Anzio 
landings and fighting in Italy, published under the title, ‘The Fortress’ was widely 
read and properly praised, has written a remarkable book about Jimmy Mason, 
the great Canfield hermit. Shortly before joining the army, when little more 
than a schoolboy, Mr. Trevelyan found hidden aw ay in an attic of Sawkins, the 
house where the hermit had lived until he was a young man, a diary which he 
had kept from 1895 to 1897. By the time Mr. Trevelyan had decy phered the 
much written over manuscript, the hermit himself was dead, but the author had 
become fascinated by the legend, rumor and gossip which had attached itself 
to this obscure person. 


It says much for the author’s sensitivity, skill and ability that he manages to 
communicate this fascination to his readers, for the subject does not seem to 
promise much. In the 1890’s Great Canfield in Essex, England, was a farming 
village, and due to Mr. Trev elyan’s extensive researches and his know ledge of 
that part of the country, we can see through the eyes of a moderately severe 
paranoid schizophrenic. The stable society of the long and prosperous 19th 
century was disintegrating, or perhaps more correctly, the great industrial trans- 
mutations were being followed by enormous social changes. Ahead lay wars, 
the Boer war and two World Wars — but although only about an hour’s journey 
from London, Great Canfield was very isolated and Jimmy Mason was cut off 
even more than most of its inhabitants by his mental illness. Using the diary 
to catch our attention, as a toreador uses his cloak, Mr. Trevelyan soon transfixes 
our interest and involves us in the strange fate of the dead recluse and his faith- 
ful but apparently much more normal brother, Tommy. 

Not very long after the diary ended, the hermit shut himself aw ay in a 
hut behind a moat of his own digging, a high palisade of corrugated iron and 
a variety of minor booby traps, and discouragements to invaders including many 
hives of bees. There he stayed until they carried him out for burial in January, 
1942. True, the world impinged on him from time to time, most forcibly in 
the shape of a German bomb w hich fell within about 12 feet of his hut in 1940. 
His faithful brother, whom he usually maligned, stood by him during that 
great expanse of time in which the world was rocked and apart from that he 
saw very few people. 

Inside his palisade he lived on a few pounds a vear, spending perhaps four 
to five dollars a month on food and equipment for his bees and seeds for his 
garden. From time to time the social animals outside the palisade attempted to 
invade him, mostly out of curiosity, for a legend had grown around him that 
he’d fled the world because of unrequited love. Mr. Trev elyan explores every- 
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thing. He did a great deal of research and is remarkably catholic in the experts 
whom he consulted. A psychoanalytically inclined psychiatrist, a medium, a 
psychometrist and an astrologer were all called in to help. The three non- 
medical specialists did very well — indeed their explanation of the hermit’s 
actions seem more credible than the psychiatrist’s, for our colleague trotted out 
the old Freudian theory for paranoid conditions emphasizing the supposed essen- 
tial homosexuality of the paranoid. This was beautiful but hardly helpful. It 
is one of the less satisfactory psy chological models. For the psychiatrist the 
book is an extraordinary study in desocialization and raises the question of other 
possible outcomes for Jimmy Mason’s life. Suppose he had not been in a 
country place where people had a high regard for each other’s liberty and where 
eccentricity is, even if not encouraged, tolerated. What would have happened 
to him? He lived into his eighties, secure in his palisaded territory, and with 
his personal den, about 20 foot by 12 foot, under his own control. There he 
sustained himself with a certain tragic dignity until he died in that snowy 
January. Suppose that about 1900 he had been put in a mental hospital. How 
would he have fared then? Forced to accommodate himself not to bees, guinea 
fowls, rabbits and wild birds, but to dozens, perhaps hundreds of other mentally 
sick people. Surely we can learn something from that. And Mr. Trevelyan’s 
skill, artistry and humanity teaches another and wider lesson. No life, however 
retiring, however out of the run of things, is contemptible. None even uninter- 
esting if we are but attuned to it. 


H. Osmonp, Weyburn. 


CULTURE AND MENTAL HEALTH—CROSS-CULTURAL STUDIES. Edited 
by Marvin Opler. Printed by the Macmillan Company of New York, 533 
pages. Price $8.75 


One could paraphrase this book’ s editor and misquote Pope by stating “The 
proper study of mankind is men.” Men in their varieties of cultural traditions, 
and men responding to the different stresses within a given culture is the 
essential subject matter. 

In a long and closely argued preface, Dr. Opler puts the proposition that we, 
as scientists have yet to explore and deal with the vast and important world of 
man in his society. He presents his authors as pioneers in the field of social 
psychiatry and men who have gone beyond the intrapersonal to search for order 
and meaning in the complexity of the phenomenalogical interpersonal world. 
His, and their concern is to draw attention to the variety and distinctive dif- 
ferences among the social systems in w hich mankind exists, and to relate to these 
characteristic patterns of behaviour in health and illness. 

This is a welcome book, in that the authors feel bound to no reductionistic 
system of confining axioms, but rather feel free to range widely and observe 
unconfinedly the phenomena of the cultural world. They present their findings 
with clarity, without sacrificing the fascinating detail which is inherent in their 
subject. Rather than “3 need for comprehensive norms and the specific impact 
these differences make in assessing any given individuals’ behaviour or sy mp- 
tomatology. They range ou these differences not only between cultures, 
but within cultures in the dimensions of both of social stratification and e lapsed 
time. 


Che book is well-organized into regional sections, with a final section given 
to world perspectives. In this, Drs. Wittkower and Freid suggest the need for 
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new means of cultural comparison, and acceptance of common methodology in 
investigation. Their plea is for more and comparable information to test more 
truly the intuitive knowledge of the significance of cultural variation. Dr. 
Margaret Meed in her section outlines the possible administrative means, through 
the Multi-disciplinary World Federation for Mental Health by which these aims 
can be achieved. 

The urgent, provocative nature of the book’s subject matter makes it a 
necessary item for the thoughtful psychiatrist's library. The clear prose style of 
the authors reflects credit on themselves and the editor, and provides for much 
pleasurable and insight-producing reading. Not the least i important, the type and 
format is comfortable to the eye. However heavy the book is in the lap. 


G. Mitts, M.D., Vancouver 





CERTIFIED PSYCHIATRIST 
required by 
the Province of Nova Scotia 
for work at the Nova Scotia Hospital or the Provincial Clinics. 
Salary range $10,020 - $12,000 per annum. 
Full Civil Service benefits. 


APPLY TO: 
Nova Scotia Civil Service Commission, P.O. Box 943 
Halifax, Nova Scotia 








SENIOR PSYCHIATRIST 


required by 
the Province of Nova Scotia 

for work at the Nova Scotia Hospital or the Provincial Clinics. 
Salary range $11,500 - $13,500 per annum. 
Must have had several years experience with ability to set up and direct 
clinical programs. 

APPLY TO: 

Nova Scotia Civil Service Commission, P.O. Box 943 
Halifax, Nova Scotia 








SAN FRANCISCO 


Third year residency available in newly opened psychiatric unit in private 
general hospital. In- patient, out- patient and child psychiatry facilities 
available. Excellent opportunity to become acquainted with “phy sicians 
in San Francisco, California. Salary $450 per month. Write to Mr. E. 
C. DeLear, Assistant Administrator, Saint Francis Memorial Hospital, 
900 Hyde Street, San Francisco 9, California, U.S.A. 

















TRAINING IN PSYCHIATRY 
at 


McGILL UNIVERSITY 


The Department of Psychiatry, McGill University, Montreal, has a 
limited number of openings for tr aining, and applic: ations are now being 
considered for July 1, 1961. 

\ pplicants must have graduated from an approved medical school 
and have had a general internship of one year. 

The four-year Diploma Course provides general basic preparation 
during the first two vears. The last two years provide special patterns of 
instruction for those: 

(a) planning to enter the field of general hospital, community or 

university psychiatry; 

(b) preparing themselves for a career in child psychiatry; 

(c) intending to enter the field of research psychiatry. 

Credit may be allowed for previous training. 

Shorter periods of instruction may be arranged, as well as instruction 
in special fields. 

[raining in psychoanalysis also may be undertaken within the 
Department of Psychiatry by suitably prepared candidates. Separate 
application for this training is required. 

Che Department of Psychiatry of McGill University is granted full 
recognition in respect of the two years’ experience required by the 
regulations for admission to the Diploma in Psy chological Medicine, in 
Eneland. 

All those accepted for training are assigned to one of the eight 
teaching centres in Montreal. These ‘positions carry with them board and 
lodging or, in lieu of lodging, a living-out allowance, together with an 
honorarium ranging from $85. to $200. per month, depending upon the 
clinical position to which the applicant is assigned. For those in the 
advanced years of the Course, clinical positions carrying higher salaries 
are often available. In several centres, additional emoluments of $2400. 
a vear are available, mainly in the form of bursaries, these being issued 
subject to certain conditions, information of which will be given on 
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request. 
\ pplications should be sent to: Chairman, Department of Psychiatry, 
McGill University, Montreal, Canada. 











PSYCHIATRIST REQUIRED 

holding Canadian Specialist Certificate, required for 22-bed psychiatric 
unit of 400-bed general hospital, located in a hospital area serving 
250,000 persons. Possibility of some private practice being developed. 
Position available August 1, 1960. 

\pply stating experience, qualifications, personal data and salary require- 
ments, to: Administrator, The St. Catharines General Hospital, St. 
Catharines, Ontario, Canada. 











